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RED BACK SPIDER ANTIVENENE. 


By Saut WIENER, M.D., Ph.D., M.R.A.C.P., 
Melbourne. 


Tue red back spider (Latrodectus hasseltii) is the 
Australian representative of a genus of spiders which is 
widely distributed throughout the world. Wherever they 
occur members of the genus Latrodectus have been respon- 
sible for dangerous and occasionally fatal bites in man 
and animals (Bogen, 1926; Nielsen, 1932; Vellard, 1936; 
Thorp and Woodson, 1945). 


The relatively high mortality rate of about 5% which 
was recorded in Australian cases of red back spider bite 
(Ingram and Musgrave, 1933) suggested the need for 
producing an antivenene against the venom of this spider. 
Specific antivenenes against the venom of other spiders 
have been produced and successfully employed in various 
countries (Finlayson, 1936; Vellard, 1936; Maretic and 
Stannic, 1954; Bettini and Calcara, 1956). 


Following the successful production of red back spider 
antivenene in the rabbit (Wiener, 1956) and the demon- 
stration of its therapeutic effectiveness in a human case 
(Wiener and Fraser, 1956), an attempt was made to 
hyperimmunize a horse with a view to producing sufficient 
antivenene for the product to become available for clinical 
use with as little delay as possible. 


‘Present address: Prince Henry’s Hospital, Melbourne. 


In this communication the production of antivenene in 
the horse, and the results of neutralization tests performed 
with antivenene in the laboratory, will be described. The 
clinical manifestations of latrodectism and the response 
to treatment with antivenene will be presented in a 
subsequent publication. 


Production of Antivenene in the Horse. 


Venom was obtained from the dissected venom glands 
of the red back spider and adsorbed on aluminium pbhos- 
phate as described previously (Wiener, 1956). The initial 
dose of venom was one-tenth of the amount of venom 
contained in the venom glands of one spider and the final 
dose, that of 20 spiders. The horse suffered no ill effects 
throughout the whole period of primary and secondary 
immunizations. The course of injections and the anti- 
venene titres produced are shown in Figure I. The anti- 
venene titre was assayed in mice as described previously 
(Wiener, 1956). One unit of antivenene was the amount 
of serum which neutralized 0-01 mg. of venom. 


Four weeks after immunization had been commenced, 
neutralizing antibodies were detectable in the serum of 
the animal. These increased progressively during the 
relatively short course of primary immunization until the 
antivenene titre was about 200 units per millilitre. 


Ten weeks later the animal received two further doses 
of venom obtained from 10 and 20 spiders respectively. 
The immediate and pronounced in the level of 
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circulating antivenene which resulted from this second 
course of injections is also shown in Figure I. One week 
after the injection of the second dose of venom, the anti- 
venene titre had risen to 680 units per millilitre. The 
animal was then bled on three consecutive occasions and 
the pooled serum thus obtained was refined and con- 
centrated by peptic digestion, dialysis and ultrafiltration. 
One millilitre of the refined serum contained 3900 units 
of antivenene. This amount of antivenene will neutralize 
39 mg. of venom. 


AMOUNT OF VENOM INJECTEO NO OF 


Yo 1 3 8 20 


TRATION 
so! 
4 (200_ | mb 
ASTER CONCENTRATION 
i 
i 4 i i i L 
= =. Ss 7 B. 
eexs 
Ficure I. 
Antibody response of horse injected with red back spider 
venom. 


Amount of Antivenene Required for Treatment. 

In order to decide in what strength to issue antivenene 
and what recommendation to make concerning a suitable 
initial dose, an estimate of the average venom yield per 
spider was made. 

Table I shows the amount of venom obtained by dis- 
secting the venom glands of 590 spiders. It can be seen 
that the mean venom yield per spider was 0:12 mg. and 
that in 99 out of 100 spiders the venom yield per spider 
can be expected to be not greater than 0-29 mg. The latter 


TABLE I. 
Venom Yields from Dissected Venom Glands of 590 Red Back 
Spiders. 


Number of Weight of Yield per 
Date. Spiders. Venom Spider 
(mg.). (mg.). 
1. 9.55 20 1-6 0-080 
9. 9.55 30 5-0 0-167 
15.10.55 40 3-2 0-080 
1.12.55 40 4:3 0-107 
12.1.56 30 9-7 0-323 
13. 1.56 30 2-7 0-090 
30. 1.56 40 3-7 0-092 
21. 3.56 20 3:4 0-170 
29. 3.56 20 2-4 0-120 
16. 4.56 20 2-8 0-140 
19. 4.56 40 3-4 0-085 
28. 5.56 40 4-1 0-102 
27. 6.56 60 5-6 0-093 
30. 8.56 30 2-9 0-097 
16.10.56 30 3-2 0-107 
3.12.56 30 5-8 0-193 
5. 6.57 40 4-7 0-107 
25. 6.57 30 3-2 0-107 

Total 590 71-7 0-1215* 


Standard deviation (S.D.)=0-0555 mg. 


Mean +3 xS.D. =0-288 mg.=upper limit 
per spider (P <0-01). 


amount of venom will be neutralized in vitro by 29 units 
of antivenene. Since the amount of antivenene required 
to neutralize a given amount of venom is considerabiy 
greater in vivo than in vitro, and in order to allow for 
the usual period of delay which occurs between the bite 
and the administration of antivenene, it was considered 


that 500 units of antivenene would constitute a suitable 
initial dose for the treatment of a bite by L. hasseltii. 


The concentrated and refined immune serum, obtained 
in the manner described above, was then diluted with 
normal saline solution so that 1 ml. contained 500 units of 
antivenene. As an antiseptic 0-3% of tricresol was added. 
The antivenene was dispensed in sealed glass ampoules 
and became available to doctors in the latter half of 1956. 


Neutralization of Venom by Antivenene. 


The antivenene neutralized all the toxic effects of the 
venom of L. hasseltii in laboratory animals. Mice which 
were almost moribund after the injection of 10 LD, doses 
of venom recovered after an injection of 0-1 ml. of anti- 
venene. 


The antivenene also neutralized the venom of the 
Katipo which is the New Zealand variety of L. hasseltii. 
A number of live Katipo spiders were sent to us from New 
Zealand. These spiders were smaller in size and contained 
less venom than the Australian species, which they other- 
wise resembled closely. 


The antivenene did not neutralize the venom of the 
Sydney funnel-web spider (Wiener, 1957), which is another 
venomous spider found in Australia. 


Cross-Neutralization. 


In Yugoslavia antivenene against L. tredecimguttatus 
is prepared in the sheep (Maretic and Stannic, 1954). 
Attempts to immunize a horse failed because of the 
toxicity of the venom which killed the animal after the 
first dose. In Italy an antivenene against L. tredecim- 
guttatus has also been prepared in the sheep by the 
injection of the cephalothorax extract of about 400 spiders 
into the animal over a period of three years (Ravaioli 
et alii, 1957). We have received samples of antivenene 
prepared in these two countries and also of that prepared 
in South Africa against the venom of L. indistinctus and 
L. geometricus (Finlayson, 1936). It was found that all 
three antivenenes neutralized the venom of L. hasseltii. 
However, the titres of the different sera varied consider- 
ably (Table II). The antivenene produced against L. 


TABLE II. 
Neutralization of the Venom of L. hasseltii by Different Antivenenes. 


Amount of 


Venom of 
Source of Species of Spider used for L. hasseltii 
Antivenene. paration of Antivenene. ee by 

Antivenene. 
Italy .. .. L. tredecimguttatus. 80 mg. 
Yugoslavia .. L. tredecimguttatus. 30 
Australia .. L. hasseltii. 5 mg. 
South Africa L. indistinctus and L. geometricus. 4 mg. 


tredecimguitatus in both Italy and Yugoslavia had an 
extremely high neutralizing titre against the veuom of 
L. hasseltii. Conversely, our antivenene has been found to 
neutralize the venom of L. tredecimguttatus (Maretic, 
1956; Ravaioli et alii, 1957). Dr. Maretic has also used 
our antivenene for the treatment of one human case of a 
bite by L. tredecimguttatus. Complete relief from all 
symptoms occurred after the administration of 1090 units 
of antivenene (Maretic, 1956). 


Finlayson and Hollow (1945) have also found that an 
antivenene produced against L. mactans neutralized the 
venom of L. indistinctus. Similarly, an antivenene pro- 
duced against L. tredecimguttatus protected mice against 
lethal doses of the venom of L. mactans (Keegan, 1955). 


It is thus evident that tne venoms of different members 
of the genus Latrodectus contain common antigens. The 
relatively high neutralizing titres of the antivenenes pre- 
pared in Italy and Yugoslavia respectively may have been 
due to the prolonged course of immunization which was 
used in these countries and to a better antibody response 
by the sheep compared with that obtained in the horse. 
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It is also possible that the venom of L. tredecimguttatus 
is more antigenic than the venom of L. hasseltii. 


Antivenene and other Toxic Spider Extracts. 


The tissue fluid and particularly an extract of the eggs 
of spiders belonging to the genus Latrodectus contain a 
toxic substance to which the name arachnolysin has been 
given (Vellard, 1936; Finlayson, 1937). In the case ot 
L. mactans, the toxicity of the body extract has been 
related to the egg content of the spider (D’Amour et alii, 
1936). 


From an aqueous extract of 970 eggs of L. hasseltti, 
17-8 mg. of freeze-dried material was obtained. By the 
intravenous and intraperitoneal routes in mice the LD,» 
dose of the extract was 0:03 mg. and 0-6 mg. respectively. 
The toxic effect of the egg extract appeared to be largely 
due to its hemolytic action, since the blood of animals 
which had died after an injection of egg extract was 
strongly hemolysed. 


Quantitative studies in vitro showed that the addition 
of as little as 0-005 mg. of egg extract resulted in complete 
hemolysis of 0-5 ml. of a 3% suspension of mouse ery- 
throcytes after incubation at 37°C. for one hour. With 
0:05 mg. or more of extract, hemolysis was almost 
instantaneous. 


The egg extract also hemolysed the erythrocytes ot 
the rabbit and to a lesser extent those of man, but not 
those of the sheep and horse, even in the presence of 
lecithin. When the extract was heated at 100°C. for four 
minutes a coagulum formed and the supernatant fluid was 
no longer hemolytic nor toxic. 


By the injection of a rabbit with increasing amounts of 
egg extract, a serum was obtained which neutralized the 
hemolytic and lethal effects of egg extract. This serum 
did not neutralize the toxic effects of the venom. Thus, 
the antigens which occur in spider venom are not present 
in the undeveloped egg, but are produced later during 
the course of embryonic development. 


When the various antivenenes produced in different 
countries were tested for their ability to neutralize the 
toxic and hemolytic action of egg extract, it was found 
that the antivenenes produced in South Africa and Italy 
had such an action, whilst those produced in Yugoslavia 
and Australia did not have such a neutralizing action 
(Table III). 


TABLE III. 


The Neutralization by Various smne of the Hemolytic Action of Egg 
Tac 


Degree of Hemolysis. 


of 
ntivenene. 
Italy. Africa. Yugoslavia. Australia. 
1:2 No 
hemolysis. No 
138 hemolysis. Complete Complete 
1:16 Partial hemolysis. hemolysis. 
1:32 hemolysis. Partial 
1; 64 Complete hemolysis. 
1: 128 hemolysis Complete 
hemolysis. 


10-5 ml. of the various dilutions of antivenene was added to 0-5 ml. of a 
of mouse erythrocytes. 30 M.H.D. (minimum 


hemolytic dose) of egg extract was then added to mixture. Results were 


recorded after incubation at 37°C, for 1 hour. 


This difference in the various antivenenes appears to 
be related to the manner in which venom is obtained for 
active immunization. 


In South Africa and Italy the cephalothorax of the 
spider was extracted and used as the source of venom. 
Such an extract, in addition to venom, will also contain 
an appreciable amount of body fluid of the spider. It is 
probable that this body fluid contains antigens which are 
similar to those found in eggs. When such an extract 
was injected into an animal over a period of time, anti- 
bodies were produced not only against venom but also 
against the toxic antigens present in egg extract. 


In Yugoslavia only the part of the spider containing 
the venom glands was extracted, whilst in Australia the 
isolated venom glands alone were used. In these cases, 
the amount of body fluid present in the extracts was 
minimal and insufficient to exert an appreciable antigenic 
effect. 


The ability of red back spider antivenene to neutralize 
the toxic body or egg extract of the spider is more of 
theoretical than of practical interest. These extracts do 
not constitute a danger to man at the present time. In 
the past, certain Red Indian tribes used to smear the tip 
of their arrows with the macerated bodies of L. mactans 
(Chamberlin and Ivie, 1935). 


It could be argued that a small amount of saliva, which 
may also be toxic, is introduced with venom at the time 
of the bite. However, the favourable therapeutic results 
obtained with antivenene which did not neutralize the 
toxic tissue antigens of the spider indicate that the toxic 
effects of a spider bite are due to the action of venom 
alone. 


The “bite” of a spider is inflicted by fangs which are 
distinct pincer-like organs, situated outside the oral 
cavity of the spider. Venom is ejected through the tip 
of the fangs after they have penetrated the skin. By 
popular usage the term “sting” is used when injury is 
inflicted by the caudal end of an animal, whilst when the 
cephalic end inflicts the injury, the term “bite” is used, 
irrespective of whether or not the oral cavity of the animal 
is involved. 


Summary. 


The antibody response in the horse after immunization 
with the venom of L. hasseltii is described. 


Based on the venom yields of 590 spiders, it was 
estimated that the mean yield per spider was 0-12 mg. of 
venom. 


Antivenenes prepared against the venoms of UL. 
tredecimguttatus, L. indistinctus and L. geometricus also 
neutralized the venom of L. hasseltii. 


Observations are also presented on the toxic effects of 
spider-egg extract and their neutralization by various 
antivenenes. 
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RED BACK SPIDER BITE IN AUSTRALIA: AN 
ANALYSIS OF 167 CASES. 


By Saut Wiener, M.D., Ph.D., M.R.A.C.P., 
Melbourne. 


In the medical literature of Australia, Ingram and 
Musgrave (1933) were able to find references to 98 
eases of red back spider bite, including six cases which 
ended fatally. Since, in the majority of these cases, only 
a scanty clinical history was available, a detailed 
analysis of the manifestations resulting from the bite of 
Latrodectus hasseltii could not be made. This situation 
had not changed 13 years later when Taylor and Murray 
(1946) referring to red back spider bite in Australia, 
commented that “a _ statistical analysis of symptoms 
according to their frequency is valueless in view of the 
scrappy nature of the records”. 


If one judges by the regular reports which appeared 
in the lay Press, particularly during the summer months, 
red back spider bites continued to occur, but remained 
unconfirmed. As far as could be ascertained from infor- 
mation supplied by the Government statisticians of the 
various States of Australia, the bite of L. hasseltii was 
responsible for at least seven further fatalities between 
the years 1933 and 1959. Four of these occurred in New 
South Wales and three in Queensland. Fatalities due to 
red back spider bite most probably have also occurred 
in Western Australia, but from the information supplied, 
these cases could not be separated from those which 
have followed the bite of snakes, or the sting of bees 
and other insects in that State. The last recorded 
fatality in Australia following a bite by a red back 
spider occurred in 1955 in New South Wales. 

When specific antivenene for use in the treatment of 
red back spider bite became available in Australia in 
1956, the immediate demand for it indicated that the 
incidence of spider bite was higher than could be 
inferred from the number of cases which had been 
reported previously. 

The renewed interest in spider bite which the intro- 
duction of antivenene stimulated provided an _ oppor- 
tunity of collecting and analysing case histories of 
spider bite. At the same time a comparison of the 
results of treatment with and without antivenene was 
made. 


Source of Material. 


After a request to medical practitioners (Morgan, 
1956) to supply case histories of red back spider bite, 
several reports were received. Although some of these 
described cases dated back 10 years or more, the 
information supplied was often remarkably complete. In 
addition, several reports were received directly from 
people who had been bitten by spiders. In order to 
encourage the continuous supply of further reports of 
more recent cases a special questionnaire was compiled. 
The questionnaire was so designed that information on 
the bite and sting of other animals could also be 
recorded. For the guidance of doctors filling in the 


2 Present address: Prince Henry’s Hospital, Melbourne. 


questionnaire, the common manifestations which may 
follow injury by a venomous animal were listed on a 
separate sheet which could be detached from the main 
bedy of the questionnaire, Special provision was made 
so that information could be supplied on the degree of 
certainty with which the species of animal responsible 
for the bite had been identified. The questionnaire is 
as follows: 
Record of Injury Caused by Animal. 
Patient: Name and Address ....... 


Previous health ....... TTT TTT 


Species of Animal which caused injury ............+... 
Identity doubtful: Yes/No 


History of -Bite or Sting: 


Part of body bitten or stung ............. 
Signs and Symptoms (in order of onset) .............. 
Treatment: 
Specific. If antivenene given, indicate interval since 
Duration of Illness or absence from work ............ 


Post-Morten Findings: Please attach report if available. 
Name and address of Doctor or Hospital: 


During the middle of 1957 this questionnaire was 
sent to about 10,000 doctors and 3000 hospitals in 
Australia. A leaflet containing a coloured picture of the 
red back spider was included to help doctors in the 
identification of the spider. Whenever a completed 
questionnaire was received, another one was sent to the 
doctor concerned for future use. 


By the end of October, 1959, a total of 200 cases of 
red back spider bite had been reported. In 167 of these, 
the red back spider was definitely identified at the time 
of the bite or soon afterwards. Although in many of 
the remaining 33 cases the clinical features were typical 
of red back spider envenomation, they are not included 
in the present series because some doubt existéd con- 
cerning the identity of the spider. 


It was of interest to note that during the same period 
of time 84 cases of snake bite were reported by means 
of the questionnaire. 


Several individual case histories used in the present 
analysis were incomplete in one or more detail, such 
as the age of the patient, the site of the bite, or the 
time of the bite. However, since these histories con- 
tained other data of value they were included in the 
present series. Some of the earlier reports were par- 
ticularly useful as in many of these no antivenene was 
used for treatment. 
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Except for 17 cases which were reported before the 
questionnaire was in circulation and 14 cases which the 
patients themselves reported from Victoria, all the other 
cases used in this analysis were reported by means of 
the questionnaire. 


Distribution of Spider Bite in the Different States of 
Australia. 

The distribution of 167 cases of red back spider bite 
in the different States of Australia is shown in Table I. 
Between 1957 and 1959, 139 cases were reported from 
all States. An additional 11 cases occurred in 1956 and 
17 cases occurred between 1935 and 1956. 


TABLE I, 
Incidence of Spider Bite as Reported from the Different States of Australia. 


Number of Cases. 
State. 


1935-— 
1955 1956 1957 19538 1959' = Total. 


Western Sumeeie 3 2 15 14 37 71 
New South W: 5 1 12 13 6 37 
Queensland 4 2 5 16 5 32 
Victoria 5 6 4 2 2 19 
South Australia ive 0 0 0 3 4 7 
Northern Territory .. 0 0 0 0 1 1 
Tasmania «0 ee 0 0 0 0 0 0 

Australian Capital Ter- 
ritory oa ip’ 0 0 0 0 0 0 
All States 17 11 36 48 55 167 


1 Excluding November and December. 


The majority of cases occurred in country areas through- 
out Australia. However, cases occurred also in the suburbs 
of Melbourne and Sydney. One such case has been briefly 
reported previously (Wiener and Fraser, 1956). 


From 1957 onwards more cases were reported per 
year than for the whole preceding period of 20 years. The 
number of cases reported every year has also increased 
progressively since we commenced the collection of case 
histories, Thus 36 cases were reported during 1957, 48 
cases during 1958 and 55 cases up to the end of October, 
1959. It is unlikely that this apparent increase in the 
number of reported cases was entirely due to an actual 
increase in the incidence of spider bite. It is probable 
that as a result of the publicity given to our survey, 
and with the availability of the questionnaire, an 
increasing number of doctors were induced to report 
cases from 1957 onwards, whilst for various reasons, 
those cases which occurred earlier were not reported to 
the same extent. 


The figures for Victoria also suggest that only a 
fraction of the number of cases which occurred before 
1957 were reported by doctors. In 14 of the 19 cases 
from this State, details concerning the bite were sup- 
plied by the patients themselves. 


Since we do not know whether or not the proportion 
of all cases which actually occurred were reported to 
the same extent from each State, the figures given in 
Table I cannot be regarded as an absolute index of the 
relative incidence of spider bite in the different States, 
but it is evident that in Western Australia, New South 
Wales and Queensland the incidence of spider bite was 
higher than in Victoria, South Australia, and the 
Northern Territory. No reports were received from 
Tasmania and the Australian Capital Territory, although 
we have received red back spiders from these States, 
from which requests for the supply of antivenene have 
also been made. 


The number of doses of antivenene sent to each State 
from May, 1956, to May, 1958, were as follows: New 
South Wales, 1040; Western Australia, 613; Queensland, 
365; South Australia, 280; Victoria, 253; Northern Terri- 
—¥ 79; Australian Capital Territory, 15; Tasmania, 


Because in many cases antivenene is held merely in 
case of an emergency and never used, these figures do 


not necessarily correspond to the relative incidence of 
spider bite in each State. They are more related to the 
number of practising doctors in that State. The 
high demand for antivenene in New South Wales, 
which has more doctors than any other State 
(Dickson, 1959), may have been also due to a more 
general awareness of the dangers of spider bite in that 
State because of the occurrence of another venomous 
spider (Atrax robustus), the venom of which is not 
neutralized by red back spider antivenene. In South 
Australia and the Northern Territory the demand for 
antivenene was even higher than in New South Wales 
in relation to the number of reported cases. 


However, there can be little doubt that the number 
of bites which actually occurred every year was higher 
than the average of about 45 cases which were reported 
since 1957. In Victoria, for every case of spider bite 
reported by a doctor three reports were received from 
the patients themselves. If the same ratio holds true 
for the other States, then it can be estimated that the 
incidence of spider bite in Australia since 1957 was 
about 180 cases per year. 


Other AEtiological Factors. 
Monthly Incidence of Spider Bite. 


The monthly incidence of 163 cases of spider bite is 
shown in Figure I. The highest incidence of bites 


SPRING SUMMER AUTUMN WINTER 


L 1 1 i ry Jj 
SEP OCT NOV DEC JAN FEB. MAR APR MAY JUN JUL. AUG 


MONTHS. 


Ficure I. 


Monthly incidence of — bites in Australia (pooled 
data of 163 cases). 


occurred during the summer months and reached a peak 
in February, during which month 20% of all cases 
occurred. During the three winter months, 8% of all 
bites occurred and most of these occurred in the northern 
parts of Australia, particularly in Queensland and Wes- 
tern Australia. No cases have been reported from New 
South Wales and Victoria for the months of June and 
July. 


This marked seasonal effect on the incidence of spider 
bite may have been due to the occurrence of a greater 
number of spiders or their greater activity during the 
hotter months of the year. Mr. L. C. Courtney, who has 
collected more than 5000 live red back spiders in 
Maryborough, Victoria, during a period of four years, 
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has observed that spiders were most numerous in 
January and that by August the number of spiders 
which could be found had diminished considerably. Mr. 
Courtney also stated that the natural mortality of spiders 
was highest during autumn. 

If one judges by their behaviour in captivity there 
can be little doubt that red back spiders, like other 
cold-blooded animals, are more active in summer than 
in winter. Tidswell (1906), in an analysis of the inci- 
dence of snake-bite in Australia, has also observed that 
most bites were sustained during the hotter months of 
the year. 

Age and Sex Incidence. 


The age and sex incidence in 152 cases of spider bite 
are shown in Table II. The ages ranged from two 


TABLE II. 
Age and Sex Distribution in 152 Cases of Spider Bite. 


Number 

Age in Number of Cases. Percentage of Cases 
Team. of All 

Male. Female. Total. Cases. Million." 
0-9 14 25 16-5 
10-19 ais ae 15 3 18 11-8 11-2 
27 10 37 24-3 28-2 
30-39 17 10 27 17°8 18-5 
40-49 22 6 28 18-4 21:8 
50-59 10 1 1l 7-2 11-4 
9 2 3 5 3-3 7-0 
70-79 0 1 1 0-7 2-6 


1 Based on population figures (Demography Bulletin, 1958). 


months to 77 years. In relation to the distribution of 
the various age groups in Australia, spider bite was 
most common during the middle years of life. The 
highest incidence occurred in subjects whose ages ranged 
between 20 and 29 years. Children, adolescents and 
elderly people incurred bites less frequently. 


In each group for which records of more than five 
cases were available, the incidence of spider bite was 
higher in males than in females. However, the extent 
of this inerease varied considerably amongst the dif- 
ferent age groups. If all age groups are considered 
together, spider bite was more than twice as common in 
males as in females. This was partly due to the fact 
that a high proportion of bites occurred in lavatories, 
where the pendulous sex organs of males were particu- 
larly exposed to bites. 


Times of Bite. 


The time of the bite was recorded in 131 cases (Table 
III). More than twice as many cases occurred during 


TABLE III. 
Time of Bite in 131 Cases. 


Number 
Time of Bite. of Percentage of Cases. 

Cases. 

6 a.m. to 10 a.m, 40 30-5 

10 a.m. to 2 p.m. 28 21-4 >Day, 72-5 

2pm. to 6 p.m. 27 20-6 

6 p.m. to 10 p.m. 19 14-5) 

10 p.m. to 2 a.m., 12 9-2 >Night, 27-5 

2am, to 6 a.m. 5 3°38 

Total 131 


the day as at night. The largest number of cases 
occurred between 6 a.m. and 10 a.m. The incidence of 
bites then progressively diminished to reach a minimum 
between 2 a.m. and 6 a.m. 


The time incidence of bites appeared to be related 
more to the movements of persons than to the habits 
of the spiders. The high incidence at the beginning 
of the day was largely due to the large proportion of 


bites which occurred as a result of the presence of 
red back spiders in articles of clothing and in the toilet. 


Site of Bite. 

In 164 cases, 65°3% of bites were sustained on the 
extremities. The genital and gluteal regions were 
involved in 21:9% of cases, whilst in 12-8% of cases, 
bites occurred on other parts of the body (Table IV). 


TABLE IV. 
Site of Bite in 164 Cases. 


Site of Bite. Number of Percentage of 
Cases. Cases. 


extremities : 


Forearm ee 16 
Arm .. 10 
Lower extremities : 
Toes .. as 14 
Foot 7 28-7 
Leg .. as 16 
Genital region : 
Buttock 14 21-9 
Rest of body: 
Abdomen, back and chest 17 


Bites on the fingers and hand occurred not only during 
work or play, but also when the patient was at rest 
or sleeping. All the bites on the scrotum and penis and 
the majority of bites on the buttocks occurred when a 
lavatory harbouring a spider was used. One case of a 
bite on the scrotum occurred whilst the patient was 
gardening, and another patient was bitten on the but- 
tocks whilst sitting on a spider in a tractor. A _ baby, 
aged two months, was bitten on the buttocks whilst 
lying in its cot. 


All the bites on the toes were sustained as a result 
of the presence of a spider in footwear. 


Circumstances of Bite. 
The activity of the patient at the time of the bite was 
reported in 134 cases, an analysis of which is shown in 
Table V. 


TABLE V. 
Activity of Patient at the Time of Bite in 134 Cases. 


Number of Cases. 


Activity. Percentage 
Indoors Outdoors. Total. of Cases. 
Sitting on lavatory .. 37 — 37 27°6 
Working oa hg 18 19 37 27-6 
Dressing 19 5 24 17-9 
Resting or sleeping .. 17 6 23 17-2 
Playing 2 11 13 9°7 
Total 93 41 134 


Nearly 70% of all bites occurred whilst the patient 
was inside a building such as a house, hut, garage or 
outhouse; the remaining 30% occurred in the open. 


A favourite haunt of the red back spider was the 
underside of the wooden seat of a lavatory in unsewered 
areas, mainly in the country. In this situation over 
one-quarter of all cases occurred. The lavatory was 
generally of a type known as an “out-door toilet” 
because it is situated at some distance from the home, 
although covered by a roof and enclosed by walls. 


Another 27% of all bites occurred during work, in 
approximately equal proportions indoors and outdoors. At 
the time of the bite the patients were working on the 
farm and in the garden, handling timber, cleaning rooms 
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and furniture, disposing of rubbish and other kinds of 
disused articles or engaged in other activities during 
which accidental contact with a spider was made. 


In 18% of cases bites were incurred as a result of 
the putting on or wearing of articles of clothing in 
which there was a spider. In the majority of these 
a spider was present in boots, shoes or slippers which 
had been kept inside the home and generally were used 
only occasionally. A few bites also occurred when these 
and other articles of clothing had been left lying on 
the ground outside. 


People were also bitten whilst they were sleeping and 
several babies were bitten in their cots. In all, 17% 
of bites occurred whilst the patient was in bed or 
resting inside and outside the home. In about 10% of 
cases, bites occurred in children during play. 

The foregoing analysis is of particular interest in 
relation to the prophylaxis of red back spider bite in 
areas where these spiders are prevalent. If toilets and 
articles of clothing had been inspected before use, 45% 
of all bites could have been avoided. 


The Manifestations of Latrodectism. 


The various signs and symptoms which followed a 
bite of the red back spider are listed, in the order of 
frequency in which they were reported to have occurred 
in 167 cases: pain, 150 cases; perspiration, 64 cases; 
nausea or vomiting, 40 cases; edema (local), 30 cases; 
dizziness ov faintness, 28 cases; erythema (local), 22 
cases; muscular weakness, 18 cases; palpitations or 
tachycardia, 16 cases; insomnia, 16 cases; rigors, 15 
cases; pyrexia, 14 cases; tremors, 13 cases; muscular 
spasms, 12 cases; restlessness, 12 cases; paresthesia, 11 
cases; pruritus (local), 11 cases; weal (local), 11 cases; 
numbness (local), 8 cases; lymph node enlargement, 7 
cases; dyspnoea, 6 cases; rash, 6 cases; headache, 5 
cases; weals (general), 5 cases; lymphangitis, 5 cases; 
thirst, 5 cases; anorexia, 4 cases; incoordination, 4 
cases; loss of weight, 4 cases; hypertension, 3 cases; 
sore eyes, 3 cases; tightness of chest, 2 cases; salivation, 
2 cases: dryness of mouth, 2 cases; paralysis, 2 cases; 
diarrh@a, 1 case; constipation, 1 case; tinnitus, 1 case; 
dysuria, 1 case; anuria, 1 case; albuminuria, 1 case; 
increased erythrocyte sedimentation rate, 1 case; mono- 
cytosis, 1 case. 

The data supplied provide a comprehensive picture 
of the protean manifestations of latrodectism, but the 
actual frequency of individual signs and symptoms must 
be regarded with some reserve, since one or more of 
these may have been present but not recorded. Further- 
more, in about 80% of cases, specific antivenene was 
used for treatment. The emergence of symptoms which 
otherwise might have developed was thereby prevented; 
thus the clinical picture was modified. Consequently, 
the most frequently reported symptoms were those which 
developed relatively early after the bite, whilst those 
which would have developed later, had antivenene not 
been used, were not encountered to the same _ extent. 


Signs and Symptoms. 


The bite itself was usually felt, and has been compared 
to a pin prick or mosquito bite. In some cases no 
sting was felt, but a burning sensation was experienced 
at the time of the bite. When a bite occurred during 
sleep, the patient was not always awakened by it 
immediately. 


Local Effects. 


After periods varying from a few minutes to half 
an hour, pain developed at the site of the bite and 
increased in severity. The pain was variously described 
as excruciating, agonizing, burning, shooting and cramp- 
like. Occasionally no-pain was experienced. A localized 
weal surrounded by an area of erythema soon appeared 
at the site of the bite. Localized sweating, tenderness 
and a feeling of numbness at the site of the bite also 
occurred within a few hours of the bite. Two puncture 


THE MEDICAL JOURNAL OF AUSTRALLA 47 


marks were occasionally visible, especially in the soft 
skin of infants, after the erythema and swelling had 
subsided. In some cases, particularly when antivenene 
was given soon after the bite, the local effects were 
the only ones which occurred. 


General Effects. 


The pain, which was at first localized, soon spread by 
direct continuity to involve the extremities and other 
parts of the body. The pain was either continuous or 
intermittent, and was frequently associated with spasms 
of muscles. Headache, backache and abdominal colic 
were also present occasionally. 


Next to pain the second most frequent manifestation 
of latrodectism was perspiration. It was first observable 
at the site of the bite by the occurrence of small droplets 
of sweat which imparted a feeling of stickiness when 
the examining finger was moved over the area. Perspira- 
tion then spread to involve other parts of the body, 
particularly the extremities. In some cases perspiration 
of the whole body was already profuse within two hours 
after the bite. In one case, the pyjamas had to be 
changed repeatedly during the night and in another 
case a pool of water formed around the feet of the 
patient who was sitting in a chair. The lower limbs 
were particularly liable to perspire profusely even when 
the bite had occurred on the body or the upper extremi- 
ties. 


There appeared to be no relationship between the 
severity of the pain and the degree of sweating. 
Perspiration often persisted longer than pain and, when 
looked for, was present in the majority of cases in 
which no pain was experienced. 


In 40% of cases there was some involvement of the 
neuro-muscular system. This included muscular weak- 
ness, stiffness of muscles, paralysis, tremors, incoordina- 
tion and varying degrees of paresthesia. Tremors, when 
present, were particularly troublesome and _ interfered 
with sleep. Some patients experienced attacks of recur- 
rent shooting pains in the fingers, the toes, the soles 
of the feet and the nose. In one case the tip of the 
tongue was sore. 


During the height of the illness the patient frequently 
complained of dizziness, a feeling of faintness, restless- 
ness and insomnia. A mild pyrexia was present in 
several cases. A number of patients experienced attacks 
of rigor which were independent of the presence of 
pyrexia, and what were commonly described as “hot 
and feelings’. Dyspnea and _ tachycardia also 
occurred. Nausea and vomiting occurred in 24% of 
cases, Thirst and dryness of the mouth were not as 
frequently reported to be present as perspiration, although 
presumably it was the cause of these. In two cases 
excessive salivation occurred. 


Temporary hypertension was reported in three cases. 
An increased erythrocyte sedimentation rate and a mono- 
cytosis were reported to be present in one case each. 
Other manifestations of latrodectism which were 
reported to have occurred occasionally included a macular 
rash, conjunctivitis with edema of the eyelids, constipa- 
tion, diarrhea, dysuria, albuminuria, tinnitus and 
mental confusion. 


Of particular interest was the enlargement of the 
regional lymph nodes and the occurrence of lymphan- 
gitis. In several cases the lymph nodes draining the 
area of the bite became enlarged and tender within 30 
minutes of the bite. In some of these, lymphangitis. was 
reported to be present, although in others it occurred 
without enlargement of the lymph nodes. The rapidity 
with which the lymphatic system was involved and the 
absence of other signs of infection suggest that spider 
venom was absorbed by the lymphatics, on which it also 
exerted a direct toxic effect. 


In only one case of bite in an infant was the presence 
of an expiratory grunt reported. This sign had been 
claimed to be diagnostic for a bite by L. mactans in 
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children (Prince, 1956). Abdominal rigidity was reported 
to be present in only two cases. In the case of a bite 
by L. mactans or L. indistinctus adominal rigidity was 
frequently present and has led to the performance of 
a laparotomy (Bogen, 1926; Finlayson, 1956). 


Apart from these differences, the manifestations of 
intoxication following the bite of JL. hasseltii were 
similar to those which have been described as following 
the bites of L. mactans, L. tredecimguttatus and L. 
indistinctus (Sampayo, 1943; Maretic and Stannic, 1954; 
Finlayson, 1956; Bettini and .Cantore, 1959). 


Course of the Disease. 


Usually within 24 to 36 hours of a severe bite all 
the major manifestations of latrodectism were present. 
In cases not treated with antivenene the symptoms 
gradually subsided and disappeared within four to seven 
days of the bite. However, sweating, paresthesia and 
tenderness at the site of the bite tended to persist for 
several days after the disappearance of pain. 


No fatalities were recorded. 


After-E ffects. 

In patients not treated with antivenene, weakness and 
lethargy occasionally persisted for three or four weeks. 
One patient lost two stone in weight within 10 days. 
In another case, local tenderness persisted for several 
weeks. 

Treatment. 

A number of drugs were used, mainly for the relief 
of pain. These included morphine, pethidine, codeine, 
antihistamines, adrenaline, local anesthetics and calcium 
gluconate. Generally, these substances failed to relieve 
any of the symptoms permanently. 


Temporary relief from pain was obtained in one case 
by the local injection of “Xylocaine”, and in another case 
by the use of an antihistamine preparation. In two 
eases the intravenous injection of calcium gluconate 
relieved pain temporarily. Warm baths also eased the 
pain and relieved muscle spasm in one case. 


With the introduction of specific red back spider anti- 
venene there was a marked diminution in the number 
of other drugs which were reported to have been used 
for treatment. Serotherapy was the most satisfactory 
method for relieving pain and other symptoms per- 
manently. The usual dose was 500 units of antivenene 
by the intramuscular route. Some relief from pain was 
usually noticeable within half an hour of the adminis- 
tration of antivenene and in many cases the patient 
was free from all other symptoms from four to six 
hours later. In several cases where symptoms persisted 
or recurred, a second dose of antivenene effected com- 
plete relief. Sweating tended to persist longer than any 
of the other symptoms. 


Improvement after the use of antivenene was particu- 
larly noticeable in the case of infants and children. In 
many of these cases it was reported that a child crying 
with pain would fall asleep soon after the administration 
of antivenene and be free from all symptoms on 
awakening; in ome case a child, aged three years, suf- 
fering from a severe bite on the toe, had forgotten, four 
hours after the administration of antivenene, on which 
foot the bite had occurred. 


In none of the cases treated with antivenene were 
any after-effects reported from the bite. In one case 
in which treatment was given with antivenene, serum 
sickness developed 10 days later and in another case an 
attack of asthma occurred two days later. 


The duration of the illness in patients treated with 
and without antivenene is shown in Table VI. Over 
60% of patients treated with antivenene were ill for less 
than one day. In the majority of patients who did not 
receive antivenene, the duration of illness was from 
three to eight days. 


Antivenene was usually administered within a few 
hours of the bite, although prompt relief also occurred 


when up to 36 hours had elapsed before it was adminis- 
tered (Table VII). In some of these cases of delay, the 
effectiveness of antivenene was particularly noticeable, 
since prior to its injection other drugs had been used 
unsuccessfully.t 


In a few cases the illness lasted for ‘three to four 
days, although one dose of antivenene had been adminis- 
tered shortly after the bite. In three cases in which 
only partial relief was obtained with one dose of anti- 
venene, a second dose produced complete relief from all 
symptoms within a few hours. 


TABLE VI. 
Duration of IUness in 143 Cases of Spider Bite after Treatment With and Without 
Antivenene. 


With Antivenene. Without Antivenene. 


Duration of 
Iliness. Number Percentage Number Percentage 
of Cases. of Cases. of Cases. of Cases. 
Less than 1 day 69 63-3 1 2-9 
1 to 2 days 24 22-0 6 17°6 
3 to 5 days 12 11-0 12 35°3 
6 to 8 days 3 2°8 13 38-3 
9 to 15 days 1 0-9 2 5-9 
Total 109 100 34 100 


As mentioned previously, no fatal cases of red back 
spider bite have occurred since 1955, when the last 
fatality was recorded. It is suggested that the intro- 
duction of antivenene for use in treatment in 1956 may 


TABLE 
Duration PB, Illness after A Therapy Compared 
with Delay in (65 Case). 
Delay in Number of Duration of 
Therapy. Cases. Illness (after 
(Hours.) Therapy). 


> Less than | day 


> 1 to 2 days 


3 to 5 days 


6 to 8 days 
9 to 14 days 


5 


have been responsible. Finlayson (1956) has also been 
unable to find records of fatal cases of spider bite in 
South Africa since the introduction of antivenene in that 
country. 


Immunity Following a Bite. 


The sera of eight paiients who had recovered spon- 
taneously from a bite without the use of antivenene 
were tested for the presence of neutralizing antibodies 
(Table VIII). The period of time which had elapsed 


1The case history of a patient who was treated successfully 
with antivenene 80 hours after the bite, has been recently 
described in detail by R. V. Southcott (1961). 
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since the bite ranged from eight weeks to seven months. 
In none of the sera tested could neutralizing antibodies 
be detected. That no immunity was acquired after the 
bite of ZL. hasseltii could also be inferred from the 
report of one patient who was bitten twice during a 
period of four weeks. No antivenene was used for treat- 
ment and the patient was severely affected on both 
occasions. However, in the case of a child, aged three 
years, who had received 500 units of antivenene, residual 
antivenene was still detectable in the circulation one 
month afterwards. 


TABLE VIII, 
Presence of Circulating Antibodies in Cases of Spider Bite. 


Interval 
Case Age. between Duration of Presence of 
Number. (Years.) Bite and Illness. Antibodies. 
leeding. (Days.) 
(Months.) 
I 20 4-0 4 Not detectable. 
I 33 2°5 7 Not detectable. 
m 41 2°5 4 Not detectable 
IV Adult  j 5 Not detectable 
Vv Adult 3 5 Not detectable 
VI 14 1°5 1 ot detect 
Vil 36 2 7 Not detectable. 
Vill 30 6 7 Not detectable. 
IX 3 1 2 Detectable.* 


1500 units antivenene administered. 
* Antibody level approximately 1 unit per millilitre. 


Before antivenene against L. mactans had become 
available, Bogen (1926) used convalescent serum and 
reported favourable results. Since no antibodies could 
be detected in the sera of patients bitten by L. hasseltii, 
any beneficial results which may follow the use of 
convalescent serum must be due to non-specific effects. 


A single spider bite does not confer protection against 
subsequent bites. Even after repeated snake bites a 
low degree of immunity is acquired in exceptional cases 
only (Wiener, 1960). 


Summary. 


An analysis of 167 cases of red back spider bite is 
presented. 


An average of 45 cases per year has been reported 
since 1957. Although yearly variations in the incidence 
of spider bite may occur, it is estimated that the actual 
incidence of spider bite in Australia during os period 
was approximately 180 cases per year. 


The incidence of spider bite varied in the different 
States and was highest in Western Australia. 


Most bites were sustained during summer and no age 
group was exempt. 


Males incurred bites twice as frequently as females. 
The majority of bites occurred on the extremities and 
the genital region. 


Out-door toilets and articles of clothing harbouring a 
spider constituted common hazards. 


The signs and symptoms following a bite are presented 
in detail. The commonest manifestations were pain, 
perspiration, nausea and vomiting and involvement of 
the neuro-muscular system. 


No fatalities occurred. 


Serotherapy with specific antivenene effectively relieved 
all symptoms and shortened the duration of illness sig- 
nificantly. 

Acknowledg t 

I am grateful to all the medical practitioners who 
have supplied the case histories, without which this 
survey would not have been possible. 


References. 


Bertini, S., and CantTore, G. P. (apse), Clnico Del 
Latrodectismo”, Riv. Parassit., 


Bogen, EB. Poisoning”, Arch. 


intern. Med., 


Diekson, (. H. (1959), personal communication. 

FINLAYSON, M. H. (1956), “Knoppie Spider Bite in Southern 
Africa’, Med. Proc., 2° #34. 

INGRAM, W. W., and MusGrRAvg, A. (1933), “Spider Bite (Arach- 
nidism): A Survey of its Occurrence in Australia with 
Case Histories”, Mep. J. Aust., 2: 10. 

Maretic, Z., and STANNIC, M. (1954), “The Health Problem of 
Arachnidism”, Bull. Wid Hith Org., 11: 1007. 

MorGAN, F. G. (1956), * ‘Spider Bites in Australia: An Investi- 
gation”, Mep. J. Aust., 2: 85. 

E. (1956), “Arachnidism in Children’, J. Pediat.. 


SouTHcotTr, R. V. (1961), ‘“‘Red-Back Spider Bite (Latro- 
dectism) with Response to Antivenene Therapy Given 
Eighty Hours after the Injury”, Mep. J. Aust., 1: 659. 

SamMpayo, R. L. (1943), ‘‘Toxic Action of Latrodectus mactans 
Bite and its Treatment”, Fey J. trop. Med., 23: 537. 

TAYLOR, F. H., and Murray, R. E. (1946), “Spiders, Ticks and 
Bites”, Service Publication Number 6, School of Public 
Health and Tropical Medicine, Sydney. 

TIDSWELL, F. (1906), “Researches on Australian Venoms”, 
ane Printer, Sydney. 

WIENER, S., and Fraser, A. N. (1956), “Red Back Spider 
Bite Treated with Antivenene’, Mep. J. AuST., 1: 858. 
Wiener, S. (1960), “Active Immunization of Man against the 
Venom of the Australian Tiger Snake (Notechis scutatus)”, 

Amer. J. trop. Med. Hyg., 9: 284. 


SURGERY IN ULCERATIVE COLITIS. 


By E. S. R. Hugues, F.R.C.S., F.R.A.C.S., 
Royal Melbourne Hospital. 


THE results of surgery in ulcerative colitis have been 
so successful that more cases are referred for operation, 
more surgeons are becoming interested, and the approach 
to operative techniques has become bolder. 


Whilst progress of this nature is commendable it is 
most desirable that every opportunity be taken for 
critical appraisals of results. Surgery in this disease 
is difficult and exacting at the best of times. Even the 
smoothly executed operation is followed by post-operative 
troubles and bad results shake confidence in surgical 
treatment. This is most unfortunate because surgery 
permits complete rehabilitation in practically every case. 


Material Reviewed in this Investigation. 


All the cases studied in this review have been treated 
personally. Both private and public hospital (Royal 
Melbourne Hospital) cases have been included. In all, 
327 patients have been examined and of these 128 
(391%) have been subjected to operation. 

In 24 of the surgical cases the operation was modified 
by previous surgery performed elsewhere, or by the 
discovery of an irremovable carcinoma. This group is a 
miscellaneous one and is not considered further. 


In 104 cases colectomy was carried out and it is this 
group which has been analysed (Table I). In 40, ileos- 
tomy with subtotal colectomy was performed (three of 
these patients later had ileo-rectal anastomoses). In 50 
cases ileostomy with proctocolectomy was performed. In 
four cases an initial ileostomy, and in a fifth a 
colostomy, was followed by colectomy (four of these 
patients later had ileo-rectal anastomoses). In nine 
cases one-stage colectomy and ileo-rectal anastomosis was 
performed, and in seven cases a two-stage colectomy 
and ileo-rectal anastomosis; thus 16 patients were so 
restored. 


The progress of all patients has been noted personally 
with the help of a_ secretary engaged on follow-up 
studies. 

Scope of Present Investigation. 

The purpose of this inquiry was to supply an answer, 
in so far as personal surgical experience permitted, to 
several questions which are frequently asked. These 
were: (i) How many patients with ulcerative colitis 
require surgery? (ii) Does steroid therapy reduce the 


1Lecture to The Royal Australasian College of Physicians 
Ph ae State Committ2e) at Box Hill Hospital on October 
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number of patients requiring surgery? (iii) Is colec- 
tomy, with or without removal of the rectum, a 
hazardous operation? (iv) What is the incidence of 
impotence after removal of the rectum? (v) Is ileostomy 
always necessary? (vi) What is the quality of life of 
a patient with ileostomy? 


How Many Patients with Ulcerative Colitis Require 
Surgery? 

In the entire personal series reviewed here, 128 of 
327 patients (39:1%) were treated surgically. But this 
figure gives no indication of the real incidence, as many 
patients are referred for operation. Cattell (1953) 
believed that about half of the Lahey Clinic patients 
required surgery, but the same qualification applies in 
this case. 

TABLE: . 

Results of Operation for Ulcerative Colitis, 


Type of 
Patient Number 
Operation. (Acute Number. of Deaths. 
or 
Chronic). 
Subtotal colectomy ; ileostomy ot A. 1 1 
21 0 
Proctocolectomy ; ileostomy A. 12 4 
Cc 38 1 
Coleetomy ; ileo-rectal anastomosis .. A. 1 0 
Cc 8 0 
lleostomy ; later colectomy A. 0 
c 3 1 


The problem can be approached in a different way. 
A series was investigated of 74 patients with proctitis 
or mild proctocolitis who were examined three or more 
years ago; 69 were traced. In 44 cases the condition 
was proctitis and two (5%) required operation; of the 
remaining 25 patients with proctocolitis, four (16%) 
ultimately needed surgical treatment. This means that 
six, or 8:7% of these 69 patients with this milder form 
of the disease, required surgical treatment after three 
years. 

This incidence is likely to increase, but nevertheless, 
it represents a minimal percentage of patients with 
ulcerative colitis requiring surgery. 


Does Steroid Therapy Reduce the Number of Patients 
Requiring Surgery? 
In this series there is no control group in which 
steroid therapy was used. Therefore comparison must 
be made with those published elsewhere. 


Newell and Avery Jones (1958) reviewed 144 patients 
of whom 44 were treated with prednisone. All these 
patients had proctitis or mild proctocolitis and 12, or 
83%, required operation. Truelove and Witts (1954; 
1959) treated a series of patients with cortisone and 
found that after 18 months 14, or 83%, had been sub- 
jected to surgery. 


There is also a close similarity between the steroid 
and non-steroid groups in so far as persistence of symp- 
toms is concerned. Of the 69 patients with mild ulcera- 
tive colitis 48, or 70%, were well and relatively free 
from symptoms three or more years after the initial 
consultation. In the St. Mark’s Hospital series of 44 
patients treated with prednisone 28, or 64%, were well 
(Newell and Avery Jones, 1958). In a recent study com- 
paring treatment with prednisone, local hemisuccinate 
and_ salicylazosulphapyridine, Lennard-Jones, Longmore 
and Avery Jones (1960) report that about two-thirds 
of patients are symptom-free after prednisone therapy. 
Truelove and Witts (1954, 1959) found little difference 
hetween their control and steroid groups after 18 months. 


Juny 8, 1961 


Is Colectomy, with or without Removal of the Rectum, 
a Hazardous Operation? 


In the personal series under review, subtotal removal 
of the colon—that is, removal as far as the lower part of 
the sigmoid colon or recto-sigmoid junction, was performed 
on 40 occasions with one death (a mortality rate of 
25%). This death occurred in a patient with acute 
ulcerative colitis and was caused by staphylococcal septi- 
cemia (proved at autopsy). 


In 50 cases the rectum was removed with the colon, 
with five deaths (10%). Four of these fatalities occurred 
in acute ulcerative colitis and one in a_ debilitated 
patient with chronic ulcerative colitis. 


If these 90 cases are analysed further it will be 
observed that in 59 cases of chronic ulcerative colitis 
there was one death after either subtotal colectomy or 
proctocolectomy —a mortality rate of 1:7%. The one 
death, as stated above, oceurred in a patient gravely ill 
from malnutrition; he died four weeks after operation 
from torsion around the ileostomy. 


In 31 patients subjected to colectomy or proctocolec- 
tomy for acute ulcerative colitis, there were five deaths 
(16-:1%). However, four of the five deaths followed 
proctocolectomy and only one a subtotal colectomy. 


A series of nine patients was treated by one-stage 
colectomy and ileo-rectal anastomosis without loss of 
life. Four patients were subjected to colectomy and 
ileo-rectal anastomosis after a preliminary ileostomy or 
colostomy); there was one death from a breakdown of 
an ileo-rectal anastomosis. 

It is clear from these figures that subtotal colectomy 
is very well tolerated and is a safe procedure. The 
additional removal of the rectum adds to the risk of 
operation in acutely ill patients. 


What is the Incidence of Impotence After Removal of 
the Rectum? 


One of the most serious complications which can occur 
after the removal of the rectum in males is impotence. 
This aspect has been investigated in this series and 
18 males have been questioned closely. All have under- 
gone proctocolectomy. None has observed any change 
in sexual function in the final result. Two were unable 
to sustain an erection for the first six months after 
operation, but then returned to normal. Two others 
were disinterested in the act before operation and were 
vague in their information as to the post-operative state. 


Counsell and Lockhart-Mummery (1954) found that 
an ileostomy was no bar to normal sexual relations. 
Donovan and O’Hara (1960) investigated 21 male 
patients, and in two there was an abnormality. One had 
difficulty maintaining an erection in the first year after 
operation, but then recovered completely. The other 
had a resection of the rectum for what was thought to 
be a carcinoma complicating the colitis, and this patient 
was impotent after the operation. 


It is possible in performing rectal excision to identify 
the sympathetic nerves entering the pelvis, and these 
ean be preserved. If the correct tissue plane is deter- 
mined from the pelvic aspect, it is unlikely that the 
parasympathetic nerves derived from the sacral nerve 
roots will be damaged. It is preferable therefore to 
perform the whole pelvic dissection from above «and not 
to use the synchronous combined technique which 
encourages dissectors to hurry and enter the wrong 
tissue plane. 


Is Ileostomy Always Necessary in Ulcerative Colitis? 


In this series, 16 of 104 patients have had the ileum 
joined to the rectum. In nine cases this was done as 
a one-stage operation. In the remaining seven cases a 
two-stage procedure was adopted (one patient had a pre- 
liminary ileostomy, followed by colectomy, followed later 
by ileo-rectal anastomosis; two had a preliminary ileos- 
tomy followed by colectomy and ileo-rectal anastomosis; 
one had a colostomy followed by colectomy and_ ileo- 
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rectal anastomosis; three had an ileostomy and subtotal 
colectomy followed later by ileo-rectal anastomosis). 


Two patients died as a result of the operation. One 
of these died six weeks after operation with multiple 
small-bowel fistulas. The other was an exceedingly obese 
man who had advanced rheumatoid arthritis and severe 
gout. He managed his ileostomy well, but after his 
wife died he insisted that it be closed, despite the added 
risk imposed by his infirmities. He died on the seven- 
teenth post-operative day from pulmonary embolism. 


A third patient died six months after operation from 
earcinomatosis. A _ palliative colectomy and _ileo-rectal 
anastomosis had been performed for ulcerative colitis 
complicated by advanced carcinoma of the ascending 
colon. 


Two patients required conversion to ileostomy because 
of frequent bowel actions in one, and frequent bowel 
actions and an anal fissure in the other. 


The remaining 11 patients are satisfied, although the 
number of bowel actions in 24 hours may be up to 
eight or ten. Three of the patients have only one or two 
bowel actions in a day. 


Most of these patients had moderate involvement of 
the rectum and in all cases the disease has persisted, 
although not causing the patient undue disturbance. It 
is significant that six of the 16 patients had required 
treatment for acute ulcerative colitis initially. It is this 
possibility of restoring continuity in the sick patient 
that represents an important reason for not carrying 
out proctocolectomy in acute ulcerative colitis. It is 
quite obvious that some patients are well satisfied with 
ileo-rectal anastomosis, and provided that its limitations 
are recognized it can be advised in certain selected 
patients. 


What is the Quality of Life of a Patient with an 
lleostomy? 


Most practitioners and many specialists have little 
experience in the treatment of this disease, and, 
accordingly, have no knowledge as to how these patients 
fare after an ileostomy has been constructed. Indeed, 
quite a number of patients have been advised by well- 
meaning, but ill-informed doctors not to have an ileos- 
tomy under any circumstances. 


In this series, reviewed recently by the writer in 
association with Russell and Carden (to be published), 
it is clear that all lead a normal life. 


There have been no domestic worries. Two of 22 
females interviewed in the study have had successful 
pregnancies, and a third had a miscarriage. All patients 
have learnt to avoid certain foods, but none have rigid 
dietetic rules. All have returned to normal employment. 
In this group there is a timber-cutter, a woollen mills 
worker, a hairdresser, a gardener, a railway linesman, 
an underground telephone linesman, a greyhound trainer, 
a salesman, a salesgirl, a clerk, a cafe proprietor and a 
university student, as well as representatives of other 
types of work. 

There does not appear to be any limit to social 
activities. Most swim, play tennis or squash, and some 
of the younger men play football. Women keen on 
dancing continue to enjoy it. 

All these patients have a routine of management of 
their ileostomies and it takes but a few minutes to 
attend to the stomal needs. Serious skin troubles are 
hardly ever seen. Most have an odd “stoppage”, particu- 
larly in the first few months after operation. 


An occasional patient is unhappy, especially in the first 
six months, but who would not be? It is a fact that 
Nearly every patient is satisfied and would not return 
to a life complicated by diarrhea. 


Summary. 


1. It is difficult to estimate how many patients with 
ulcerative colitis require surgery. The lowest incidence 
would appear to be about 8%. 


2. Steroids may help to induce a remission, but it is 
doubtful if they influence the course of the disease or 
reduce the number of patients requiring surgery. 


3. Colectomy is a safe operation, even in very sick 
patients. Removal of the rectum at the time of the 
colectomy is also well tolerated provided surgical judge- 
ment is exercised. In this series it may have proved 
a contributory factor in the loss of four patients with 
acute ulcerative colitis. 


4. The possibility of impotence after surgery cannot 
be ignored, but in the series reviewed here this com- 
plication has not occurred. 


5. A permanent ileostomy is not always necessary and, 
in particular, can be avoided sometimes in patients with 
acute ulcerative colitis. This is another reason why the 
writer does not perform one-stage proctocolectomy in acute 
ulcerative colitis. 


6. The ileostomy patient leads a normal life. Home 
life, employment and social activities are barely affected. 
The amount of time occupied in attending to the ileos- 
tomy is minimal. Most patients do have the occasional 
“stoppage”, which may cause temporary inconvenience. 
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INTOXICATION AND HABITUATION TO GLUTETHI-— 
MIDE (“DORIDEN”). 


By ALLEN A. BARTHOLOMEW, M.B. (Lond.), D.P.M. 
(Lond.), 
Psychiatrist Superintendent, Pentridge Prison and 
Alexandra Clinic, Fitzroy, Victoria. 


THERE are now a number of drugs on the market 
that are being used with increasing frequency which 
may be subsumed under the rubric “non-barbiturate 
hypnotics or sedatives”. One example of such a drug 
is “Doriden” (a-phenyl-a-ethyl-glutaric acid imide). The 
structural formula of this drug is presented in Figure 
I, as well as the structure of phenobarbitone and 
bemegride (“Megimide”) as the similarities and differ- 
ences, both structurally and pharmacologically, have been 
pointed out by Schreiner et alii (1958). 


“Doriden” is stated, in the Prescription Proprietaries 
Guide (1959), to induce sleep in 20 to 30 minutes that 
lasts an average of six hours, and produces no “hang- 
over”; it is also stated that present clinical evidence 
indicates that it is not habit forming. Chandler et alii 
(1959) concur with the view that the drug is not habit 
forming and state it “has become a widely used non- 
barbiturate ‘non-habit-forming’ sedative’, but continue 
that the drug “has already joined a large list of drugs 
which have been used in suicidal attempts, a consider- 
able number of which have terminated fatally”. 
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During the six-months period from March to August, 
1960, 38 cases of intoxication, or probable intoxication 
in the immediate past, with “Doriden” have been encoun- 
tered, although in the majority of instances the evidence 
suggested that “Doriden” was but one of a number of 
drugs being variously ingested. The other drugs included 
ethanol, “Relaxa-tabs”, and a variety of barbiturates 
and tranquillizers. 


The 38 patients were examined in either a clinic that 
is largely concerned with the investigation and treatment 
of alcoholism and the follow-up of prisoners on parole 
and offenders placed on probation (29 cases), or in a 
prison division that houses men remanded for trial or 
sentence (nine cases). The population from which these 
38 patients have been drawn was clearly highly selected 
and confirmation of this fact is to be found in the 
diagnostic labels attached to all 38 individuals. These 
were “Psychopathic Personality”, “Inadequate”, “Emotion- 
ally Immature” or “Chronic Mixed Neurotic State”. 
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was at this point that she first confessed to taking any 
drugs in lieu of alcohol; previous to this time she had 
denied any such behaviour. A few days later she was 
brought to the clinic by her husband. She had a full- 
blown picture of toxicity caused by a central depressant. 
The evidence for this included conjunctivitis, dilated 
pupils, reduced corneal reflexes, impaired pupillary 
reflexes to both light and accommodation, nystagmus, 
dysarthria, a mild dysphasia, tremor of the outstretched 
hands, reduced muscle tone generally but particularly 
marked in the facial musculature, ataxia consequent upon 
both posterior-column and cerebellar involvement and 
diminished tendon reflexes. She was drowsy and listless, 
had a depressed affect and was irritable. She expressed 
a number of ideas of unworthiness and the problem of 
suicidal notions could not be easily discounted. There was 
evidence in her talk of depersonalization; her concentration 
was considerably diminished, as was her attention and 
memory as assessed by clinical testing. She had impaired 
insight. She refused to be admitted to hospital as a 
voluntary boarder, and after a few hours in the clinic 
she went home to bed in the care of her husband, who 
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Fieure I. 


All the individuals who were considered to be suf- 
fering from “Doriden” intoxication, and all those who 
were considered to have, at an earlier time, suffered 
from such an intoxication, had objective evidence on 
their person or in their property of having possessed 
“Doriden” — remaining tablets, old containers or pieces 
of literature found in the tablet container. However, 
since it was very likely that many of the acute symptoms 
and signs of an intoxication were the result of the 
ingestion of a number of different drugs only five cases 
are presented here in detail; all of these were considered 
to be cases of pure “Doriden” intoxication. 


Reports of Cases. 


Case I.—A married woman, aged 35 years, was inter- 
viewed at the clinic when she complained that she was an 
alcoholic. Her husband, an interstate truck driver, was away 
from home a great deal, and her two children, a boy and a 
girl, aged 14 and 16 years respectively, were working and 
often went out in the evenings. The patient became lonely, 
miserable and depressed. Slowly she began increasing her 
alcoholic intake, which was mainly in the form of sherry. 
Her previous personality was not in any way abnormal, and 
she came from a large family and was used to finding 
her pleasure in the home with domestic interests. She 
had few friends at the time she was first seen in the 
clinic and her relatives were widely scattered. She was 
given routine vitamin therapy, and supportive psycho- 
therapy; she was advised to join Alcoholics Anonymous 
and increase her social contacts. She found A.A. uncon- 
genial, but did appear to make a real effort to give up 
her drinking. However, after about three weeks she found 
that she could not face the day and needed “something 
to help me deal with the awful problems and the loneli- 
ness”. She was given “Doriden” by a friend and was told 
that it was easily bought and required no _ doctor’s 
prescription. She found the drug helped her considerably. 
After a further two weeks she was taking about 20 
tablets (5 grammes) per day. She became worried when 
she found that she could not give the drug up: “I feel 
so awful without it; much worse than with sherry.” It 


took some days off work to look after her. Four days 
later she returned to the clinic when the residual signs 
were nystagmus, tremor of the outstretched hands, a 
degree of tearfulness and a poor retrospective memory 
for the period of intoxication. The total clinical picture 
was one of great improvement. She was put on a régime 
of chlorpromazine therapy (50 mg. given thrice daily) 
and appeared to have improved even more two weeks 
later, when she left to stay with a sister in Brisbane. 


Case II—A male, aged 30 years, who was separated from 
his wife, was interviewed at the clinic when he complained 
of alcoholism that was becoming more demanding over 
recent years. He had lost many jobs, his wife had left 
him and taken their only child with her and he had been 
recently imprisoned for drunkenness. He was utterly with- 
out roots when first seen and complained that he had to go 
on drinking to “face” the facts. His previous personality 
could not be easily assessed as there was no corroboration 
for his story, but he readily admitted to earlier incidents of 
childhood behaviour problems—truanting, wandering from 
home, discontent with work, an unhappy marriage, much 
infidelity on his part and a love of gambling. He drank 
only with company and at one time drank only for company. 
He was given vitamin therapy, advice regarding lodgings 
and employment and supportive psychotherapy, and was 
urged to join Alcoholics Anonymous. He did quite well, 
and was regularly attending A.A. meetings when he was 
lost sight of for a month. One evening he turned up at the 
clinic looking ill and saying: “Doctor, I’m in a _ horrible 
state.” He had found difficulty with sleeping in particular, 
and coping with life in general, and had started taking 
“Doriden” at the suggestion of some friends in A.A. When 
interviewed he stated he had been taking up to 20 or 25 
tablets per day for about two or three weeks (5 to 6°25 
grammes) and he further related that he found he had to 
continue taking them once he had started “because of the 
shakes when I stop’. He gave the additional information 
that after quite a short time he was unable to sleep with 
the “Doriden” and so had taken, on occasions, “Persomnia”. 
This drug, whilst it helped him to sleep, was not always sold 
to him by a chemist and he stated he had taken none of the 
drug for a week prior to coming to the clinic. He denied 
any alcoholic intake, saying: “I’m far too ill for that.” He 
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presented a similar clinical picture to that of the woman in 
Case I. Differences noted were that his nystagmus was 
much more gross and there was a rotatory element perceived 
on conjugate lateral deviation of the eyes; also he had a 
gross tremor of the outstretched hands and a fine, almost 
Parkinsonian, tremor of the hands at rest. He was drowsy, 
depressed and irritable, but was not concerned with the 
idea of unworthiness. He was disorientated for time, but not 
for places or names, and had no evidence of body image or 
perceptual disturbance. He agreed to enter hospital as a 
voluntary boarder, but, whilst this was being arranged, he 
changed his mind and quietly disappeared from the clinic 
and has not been seen since. 


CasE III.—A male, aged 36 years, of Swedish nationality, 
who stated he was a widower, attended the clinic for help 
with regard to his “alcoholism”. Over the years he had been 
in a number of mental hospitals, both in Australia and 
overseas, for various aspects of his alcoholism. He stated 
that he had been involved in a car crash some time before 
that had caused the death of his wife; he had been under 
the influence of alcohol at the time. He had become very 
depressed as a result of this and had decided to give up 
taking alcohol. Of his own volition he attended A.A. meet- 
ings, but found them of little benefit except that he was 
introduced to “Doriden” by some of the members. He began 
taking the drug, saying: “It was really the same as taking 
alcohol, but it is a worse habit and makes me feel real 
crook nearly all the time.”” He stated he took between seven 
and twelve tablets per day (1-75 to 3-00 grammes): “Two 
tubes usually last me three days.’’ This had been going on 
for about one month, but he had been taking the drug in 
smaller doses over a period of months. He could give little 
of his background except to say that his childhood had been 
spent in Sweden and had been normal and happy. He had 
become a sailor and gradually began drinking more and 
more heavily. He also stated that over the years he had 
taken a number of drugs (‘“Benzedrine’, barbiturates and 
marihuana). When examined he had grossly suffused 
conjunctive, constricted pupils, impaired pupillary reflexes 
to light and accommodation, nystagmus on conjugate lateral 
deviation, blurred vision, dysarthria and dysphasia that 
periodically caused his speech to become nearly incoherent. 
There was a gross tremor of the outstretched hands, 
twitching of the facial musculature and tremor of the 
protruded tongue as well as a cerebellar ataxia. He was 
restless, fidgety, depressed and anxious, and lacking in 
attention and concentration. He had a poor memory and 
impaired insight. He was put to bed and given “Intravite” 
intramuscularly (2 ml.). The following day his condition 
was considerably improved, particularly in respect of his 
dysarthria and dysphasia, his tremors and his mental state. 
He wished for no further assistance and discharged himself. 


Case IV.—The patient was a male, aged 36 years, who was 
married but separated from his wife. His early history was 
essentially normal and he apparently came from a good 
home both economically and emotionally. After leaving 
school (he was aged 14 years and in the eighth grade) he 
worked in a multiple store, led a normal youthful existence, 
following football and cricket, playing the games himseif 
and drinking only very moderately. He bought a car he 
could ill afford in order to expedite his courting. This 
venture of buying and running a car proved beyond his 
pocket and he began gambling in an attempt to correct 
his deficit. After his marriage he become involved in hire- 
purchase commitments that further strained his already 
utterly inadequate finances. He found himself becoming 
irritable and aggressive, increasingly tense and unable to 
obtain a good night’s sleep. He began to take ‘“Doriden” 
(he cannot recall how he was first introduced to the drug); 
at first he took it intermittently, but after about a year 
was taking some 10 or 12 tablets per day (2°50 to 3:00 
grammes). He became morose and tearful with some 
delusory ideas regarding his wife’s infidelity and continued 
to be irritable and aggressive. Finally his wife left him 
and returned to her mother, stating that she would return 
to him if he would seek treatment and show an improve- 
ment in his mental health and in his behaviour. He con- 
tinued taking “Doriden” and also had an occasional drink. 
Soon after his wife left him he lost his job (apparently for 
aggressive behaviour), left his flat and began roaming the 
streets. He was arrested by the police and charged with 
drunkenness (he alleges that his state was mostly due to 
“Doriden’). He served a short sentence at Pentridge, and 
when he left he was very depressed. He bought some 
“Doriden” and took the whole tube (20 tablets—that is, 5 
grammes) over about 10 hours. He slept out “rough” that 
night and was seen in the clinic the next day, when he 
presented a picture of gross intoxication, the outstanding 


features being chemosis, gross nystagmus on conjugate 
lateral deviation, dilated pupils, impaired pupillary reflexes 
(particularly accommodation), absent corneal reflexes, 
marked ataxia (both posterior-column and cerebellar) and 
reduced tendon reflexes. His blood pressure was 120/90 
mm. of mercury. He had a pathetic, drowsy, depressed 
demeanour, but no tearfulness. He stated: “It’s all due to 
hire-purchase and money troubles.” His concentration, 
attention and memory were impaired. His insight was such 
that he blamed everything except himself and the drugs 
for his immediate plight. He remained in bed all that day 
and was treated with “Intravite’’ by intramuscular injection. 
The following morning his condition was greatly improved, 
the remaining signs and symptoms being chemosis, nystag- 
mus, slight ataxia and a depressed demeanour. He was 
given a shower and shaved, these attentions being followed 
by an interview of supportive psychotherapeutic intent. 
He was put in touch with the Salvation Army and A.A., 
generally befriended and directed to the Commonwealth 
Employment Service. Three days later he had no residual 
signs or symptoms, was cheerfui and had the promise of a 
job. A week later he was working and appeared quite fit. 
When last interviewed—about three months after the initial 
contact with him—he was working well and was again 
living with his wife. 


Case V.—A female, aged 23 years, who had been married 
for some three years, was seen in the clinic when referred 
with the problem of excessive smoking. She was an only 
child and had been born in England, and had come to 
Australia with her parents when aged about 17 years. She 
had a normal childhood history and a normal school record. 
On leaving school, when aged 15 years, she had worked in 
an office as a typist-clerk after a short period in a com- 
mercial college. She had always had a number of boy 
friends before she left school, and when she was aged about 
16 years became very friendly with a man, aged about 20 
years; their friendship led rapidly to talk of marriage. Some 
sexual intercourse was practised. When her parents decided 
to emigrate to Australia, the girl became very upset and 
tried to insist on remaining in England in order to marry. 
The parents would not consider such a suggestion and she 
was brought to Australia. On the way out by sea she 
became difficult to handle, staying up very late, having 
many “dates” and behaving in a _ sexually promiscuous 
manner. She also began drinking and smoking very heavily 
at this time. After arriving in Australia she continued to 
be a problem to her parents, acting in the same manner. 
She was noted to be telling lies and to be taking stimulant 
drugs (“Benzedrine’) in order to stay awake. Her work 
record was very erratic. When aged about 19 years she 
“fell in love”, becoming engaged six months later. - During 
this six months she settled down very considerably and 
virtually gave up drinking alcohol, having late nights and 
taking stimulant drugs. She married when aged 20 years 
and settled down to her new life as a working housewife 
very well. After six months she became pregnant and 
gave up her work, becoming in the process a little depressed 
and irritable. Her smoking, which she had never renounced, 
increased until she was virtually chain smoking. She said 
she smoked in this way “to steady my nerves”. She spoke 
to her doctor regarding her mental state and her smoking, 
and he thought she was suffering from an anxiety state and 
prescribed “Oblivoa’’ (methylpentynol) (250 mg. thrice 
daily). He also tried to explain the reason for her mental 
upset in terms of her pregnancy and agreed to see her at 
intervals until after the child was born. This regime helped 
her; she decreased her smoking and was able to do without 
“Oblivon” for the majority of the time. However, gradually 
the smoking desire returned and the number of cigarettes 
smoked daily increased. She found that the “Oblivon” caused 
the cigarettes to have an objectionable taste and thus gave 
up using the drug in order to enjoy the cigarettes more. 
(This effect on smoking by “Oblivon’ has been noted before 
by other authorities and was observed in a series investi- 
gated by Marley and Bartholomew, 1958.) Even when 
smoking she found her “nerves were simply snapping” and 
that she could hardly carry on, particularly with the added 
responsibility of the baby, now born. She had been recom- 
mended to take “Doriden” by a friend and found that it 
“eased my nerves marvellously”. Over a period of eight 
months, with only short intervals of freedom from the drug, 
she had progressed from taking 2 or 3 “Doriden” tablets per 
day (0-50 to 0-75 gramme) to 15 or 18 tablets per day (3°75 
to 4-50 grammes). When interviewed, she asked for help 
with her smoking problem, but it was apparent that she was 
acutely toxic. Questioning elicited the fact that she was 
taking “Doriden” in the dosage already noted, and that she 
had two tubes of the drug in her hand-bag. Examination 
revealed a drawn, anxious woman with a rather frightened 
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expression, who had a slight staring of the eyes and small 
movements of her facial muscles. The conjunctive were 
suffused, but the corneal reflexes were elicited. The pupils 
were dilated and the reflexes to light, both direct and con- 
sensual, and accommodation were brisk. There were 
nystagmoid jerks on conjugate lateral deviation of the eyes. 
There was a tremor of the outstretched hands, the protruded 
tongue and the legs when flexed at the hip and extended at 
the knee. There was a reduction in the tendon reflexes 
and some ataxia of posterior-column type (Rombergism 
was marked). She had a blood pressure of 90/60 mm. of 
mercury, recorded with the patient recumbent, after she 
had rested for 10 minutes. Her mental state was similar 
to that seen in Case III, in that there were no particularly 
arresting features but simply apathy, depression with mild 
irritability and some vaguely paranoid ideas that were 
difficult to assess, some disorientation in time and impaired 
concentration, attention and insight. She was given some 
food and hot coffee, chlorpromazine (100 mg. immediately 
and 75 mg. thrice daily thereafter) by mouth and sent home 
with her husband by taxi. Two days later (she spent them 
in bed) she had improved greatly, but still had nystagmoid 
jerks, less pronounced tremor of the outstretched hands and 
some twitching of the face. The blood pressure, taken in 
the same way as before, was 139/95 mm. of mercury. After 
a further three days the only remaining feature was the 
tremor of the outstretched hands. The patient remained on 
chlorpromazine therapy (75° mg. thrice daily) for a period 
of 14 days, after which the dosage was tailed off. Although 
a further appointment was made for her, the patient has 
not been seen since. 


Discussion. 


“Doriden” is to be considered from a clinical point 
of view as a sedative, and, with reference to the criteria 
set out by Marley (1960), is properly thought of as a 
“central depressant”. The signs and symptoms seen in 
these five cases are extraordinarily reminiscent of the 
“maximal toxic states’ described with intoxication with 
methylpentynol (Marley and Bartholomew, 1958), and 
are in accord with the findings of other authors who 
have investigated the clinical signs and symptoms pro- 
duced by the ingestion of “Doriden” (Gerster et alii, 
1955; von Planta and Klinger, 1956; Rowell, 1957; 
McBray and Katsas, 1957; Kier et alii, 1958; Schreiner 
et alii, 1958; Chandler et alii, 1959; Thiebaut et alii, 
1959). 


There would seem to be no good reason for denying 
that the five patients described were habituated to the 
drug and a case might well be made out for using the 
transitive verb “addict” (see Case I). All five cases 
were encountered at the clinic; the remaining 24 cases 
seen there were very similar, differing only in degree 
of severity and the liklihood of the clinical picture 
being more attributable to drugs other than ‘“Doriden’”’. 
The doses taken, or alleged to have been taken, by the 
24 patients not described varied between 1-0 gramme 
per day up to 5-0 grammes per day (four to 20 tablets). 
In no case was the apparent motive for taking the drug 
suicide and in no case was the drug taken in a large 
dose for the first time: it might be appropriate to 
consider the intoxications as being “chronic”. The nine 
patients seen in prison were in a slightly different 
eategory, in that they were not seen in an acutely 
toxic state. By the time they were examined any acute 
phase would have passed off, or they would have been 
referred for medical attention before being taken to 
the prison. In all these cases the only signs were 
minimal and the evidence for the diagnosis was based 
upon their story, the finding of some evidence in their 
property and corroboration by relatives or police. 


It is not unlikely that a number of the atypical 
psychiatric pictures seen in clinics, hospitals and prisons 
are, at least in part, the result of the ingestion of 
drugs—either one drug or a number of different sub- 
stances. The similarity between “schizophrenia” and 
some cases of intoxication with methylpentynol (Marley 
and Bartholomew, 1958), with the amphetamines 
(Connell, 1958) and with “Preludin” (Bartholomew and 
Marley, 1959) is recognized, and the part played by 
“Preludin” in the production of “criminal” behaviour 
has been described. James (1960a) has suggested that 


some 5% of women admitted to an acute psychiatric 
unit were found to have a grossly raised serum-bromide 
level, which was due, in all but one case, to the taking 
of carbromal-bromvaletone-containing preparations that 
were unprescribed by a doctor. It is therefore likely 
that the number of psychiatric states seen in hospitals 
which are due to a variety of drugs is very much higher 
than is often thought. It would seem that “Doriden” is 
not infrequently taken by psychiatric patients attending 
or residing in at least one receiving house in Victoria 
(Guile; Stoller; private communication), and it is thus 
probable that the prison population is similarly prone 
to taking these various drugs, including “Doriden”. In 
many hospitals serum bromides are routinely assessed 
on admission, and, unless things change regarding the 
easy availability of a number of drugs, we shall soon 
need a most complex biochemical screening of all patients 
entering psychiatric hospitals and prisons. 


As the majority of the patients noted in this investi- 


- gation came from an “alcoholic” population it should 


be noted that alcohol is a substance that enhances 
considerably the solubility of ‘“Doriden” (Schreiner et 
alii, 1958), and it thus may be that the cases related 
here are rather more severe than would be expected 
from the dose of the drug taken and the duration of 
the habituation. It is fully realized that patients of 
this type are not the most reliable witnesses, and the 
fact that they deny taking alcohol is not to be too 
readily accepted. One patient remarked that “I get a 
better effect from the dope [“Doriden”] at a cheaper 
price than grog but the two mixed is beaut”. 


Of the 38 patients, the nine seen in the prison were 
male, and of the 29 seen in the clinic, 19 were female. 
Thus there were nearly twice as many women as men 
taking “Doriden” in a clinic population that consists 
of approximately three times as many men as women. It 
may be that this bears out the supposition of Atkinson 
(1960) that: “In females, the social conventions make 
a substitute for alcohol more likely.” 


Most of the signs and symptoms noted in “Doriden” 
intoxication require no special comment, but a few may 
be referred to with advantage. 


Mydriasis was noted in four of the patients (Cases 
I, Il, IV and V), whilst the fifth patient (Case III) had 
constricted pupils. Mydriasis may be found in intoxi- 
eations with either depressant or stimulant drugs, a 
feature noted by Duke-Elder (1949) and more lately 
observed by Marley (1960). Further, impairment or 
abolition of the pupillary reflexes to both light and 
accommodation (Cases I, II, III and IV) is seen in 
response to both classes of drugs, but it is more likely 
that the reflex to light will be impaired before that of 
accommodation (Duke-Elder, 1949). However, impair- 
ment of both these reflexes appears to be more common 
with depressant drugs. 


All five patients had varying degrees of suffusion of 
the conjunctive, those of Cases III and IV being most 
marked. The corneal reflexes were reduced or absent 
in three cases (Cases I, II and IV), but as such a reflex 
might well be reduced in briskness in the presence of 
a suffused conjunctiva, the significance of such a finding 
is not great. 


As has been remarked by Marley (1960) ataxic 
features tend to be to the fore of the clinical picture of 
intoxication with depressant drugs and the five cases 
described bear out this dictum. All five patients presented 
various evidence of ataxic features, in that there was 


cerebellar ataxia in Case III and ataxia from posterior- 


column involvement in Case V, whilst in the remaining 
three cases (Cases I, II and IV) there was ataxia of 
mixed origin. The evidence of cerebellar involvement 
included dysdiadokokinesia and incoordination of the 
finger-nose and heel-shin test that was not compensated 
for by vision. Posterior-column involvement was inferred 
by the absence of the cerebellar features outlined and 
by the presence of Rombergism. Other features asso- 
ciated with ataxia were sustained nystagmus or conjugate 
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lateral deviation of the eyes (Cases I, II, III and IV— 
in Case II there was a rotatory element) whilst in 
Case V coarse, nystagmoid jerks were present, dysarthria 
(Cases I, II and III), reduction of tendon reflexes 
(Cases I, II, IV and V) and reduction in muscle tone 
(Cases I and II). 


Dysphasia was noted in three instances (Cases I, II 
and III); there was only a mild nominal aphasia in 
Cases I and II, but a considerably more severe type 
in Case III. Dysphasia was noted by Marley (1960) 
only in persons intoxicated with depressant drugs, but 
he was at pains to suggest that the apparent correlation 
did not, in all probability, reflect the true position. 


Two patients (Cases III and WV) had _ considerable 
twitching of the facial musculature. This phenomenon 
would seem, from the evidence of Marley (1960), to be 
essentially typical of intoxication as a result of stimu- 
lant drugs, since he noted its presence in six out of 11 
subjects intoxicated with stimulant drugs, and in not 
one case in a series of 16 intoxications with various 
depressant drugs. Thus this feature, seen in these two 
eases, suggests that they had been taking some other 
substance apart from “Doriden”. The twitching was 
present at the time the patient in Case III discharged 
himself, but disappeared within five days in Case V. 
Marley (1960) also notes the increased incidence of 
tremor with stimulant drugs, but nevertheless found 
tremor of the protruded tongue (one case) and upper 
arm (three cases) in a total of 16 intoxications with 
depressant drugs. The fact that there was a static 
tremor in four of the five cases described here is not 
surprising in view of the fact that such findings are 
very common in intoxications with ethanol, particularly 
in “acute on chronic” types. 

In the mental state general behavioural activity was 
diminished in four cases (Cases I, II, IV and V); the 
fact that the patients were drowsy would seem to 


accord with the findings of Laverty and Franks (1956) 


in their experiment using sodium amytal, and with the 
experience of Hinton and Marley (1959), who used 
hypnotic drugs and recorded restlessness at night with 
an activity bed (Cox and Marley, 1959). 


The mood in all five cases was considered to be 
depressed, and in three cases (Cases I, II and V) 
showed irritability, whilst anxiety was apparent in 
Case III and was associated with agitated behaviour. 


Although, as has been said, thought and its consort 
conversation are particularly swayed by the affective 
state, there was not a great deal expressed by the five 
patients described that was specially arresting and 
indicative of the depressed mood noted in all cases. In 
Case I the patient expressed some ideas of unworthiness 
and the possibility of her being a potential suicide was 
considered, whilst in Case V the patient gave vent to 
some vaguely paranoid ideas, but these were not 
exhaustively investigated. 


Disorientation was noted in two cases (Cases II and 
V) and in both it was only the modality of time that 
was affected. This accords with the concept of partial 
delirium (Levin, 1945, 1951) in which time, being 
an abstract concept, is more vulnerable and thus more 
likely to be disturbed than the more concrete modalities 
of place and person. 

Depersonalization (including derealization) was noted 
in only one case (Case I) and the experience was 
indicated in the words: “I don’t really feel myself; I’m 
sort of not really here. I know I’m a disgrace but it’s 
not really me. I’m afraid but it’s not me who’s afraid.” 
There were no instances of body-image disturbances. 
Whilst only one instance of such a state is documented 
here it is possible that other patients in fact did have 
such experiences. The real problem is to encourage 
them to communicate their feelings and experiences. 
In so far as there is usually a degree of insight 
associated with depersonalization (Ackner, 1954a) 
patients are hesitant to express ideas that appeal to 
themselves as being rather unusual. Apart from this 


it is difficult to decide what type of statements are. ‘to 
be interpreted as indicating depersonalisation: As Ackner 
(19540) has stated: 


There are no clear cut boundaries to such feelings 
of unreality or strangeness, for they merge at the one 
extreme with reality-interpreted feelings of change, 
with delusionally-interpreted feelings of change at the 
other. ... 

Schilder (1935) has remarked upon the frequency of 
dizziness as an accompaniment of such experiential dis- 
orders. This was not seen in the five cases given here, 
although in Case I evidence was present of a mixed 
ataxia and the patient had nystagmus. 


Attention and concentration were impaired various 
degrees in all five cases as assessed by clinical impres- 
sion during the interview and by simple tests such 
as “Serial Sevens”. The memory of the patients was 
impaired in all five cases and was assessed by digit 
retention, the “Cowboy Story” and the “Logical Memory 
Test” (Mayer-Gross et alii, 1954). 


Insight is as difficult to define as to assess. For 
present purposes the definition given by Lewis (1934) 
has been used— ‘the amount of realisation the patient 
has of his own condition’. However, even such a 
straightforward definition can pose difficulties, as Lewis 
(1934) later pointed out when he stated: “ ... the com- 
plicated issues that arise in organic psychoses — and 
who can deny that they will be complicated when it is 
considered that aphasia enters into them... ”. Leaving 
aside these somewhat complex issues, it seemed reason- 
able to accept that in all five cases there was some 
impairment of insight, although in no case was it grossly 
disturbed. Such a finding is in conformity with other 
work concerned with stimulant drugs when insight 
is frequently found grossly impaired (Connell, 1958; 
Bartholomew and Marley, 1959). 


It is probably true to say that there is no such thing 
as a non-habit forming substance, particularly if the 
sukstance has any positive pharmacological properties. 
Such confusion as there is over the problem of habitua- 
tion and addiction is for the most part due to semantic 
difficulties and problems of definition. In this context 
it is worth noting the comments of James (1960b) 
regarding the concept of what he calls the “drug 
dependent personality” and the “potential drug dependent 
personality’. A brief criticism of such a_ proposition 
was set out by Bartholomew (1960). 


Whether or not all pharmacologically active substances 
may in some persons cause habituation or addiction, 
and whether or not there is a true personality type that 
may become habituated to certain types of drug is not 
immediately relevant. What is without doubt true is 
that stimulant and depressant substances are two classes 
of drugs that particularly easily cause certain persons 
to become habituated to them. Seager and Foster (1958) 
point out that whilst “addiction to barbiturates is often 
mentioned addiction to non-barbiturate hypnotics is 
not and their safety emphasised”, and note that Dunlop 
(1957) points out, with reference to barbiturates, that 
sedatives carry with them the danger of dependence 
and even addiction. 


It often seems that it requires a number of individuals 
to become habituated to a drug, a few to suffer from 
acute poisoning (Gerster et alii, 1955; von Planta and 
Klinger, 1956; Rowell, 1957; Hudson and Ryan, 1957; 
Kanter, 1957; Wigdersen et alii, 1958; Kier et alii, 
1958; Chandler et alii, 1959) and perhaps a few suicides 
or accidental deaths by means of the drug (Bunch, 
1957; McBray and Katsas, 1957; Schreiner et alii, 1958), 
and these cases to be published in a medical journal, before 
a new drug (almost irrespective of its pharmacological 
category) is legally restricted in its sale. McConaghy 
(1960) reasonably makes the point that it is not only 
the drug itself that has to be considered but “what 
alternative methods they [the community] will adopt 
if this [the drug in question] is withdrawn”. In this 
regard a report in a newspaper (The Sun, 1960) is of 
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interest. It was pointed out that in the Australian 
Capital Territory preparations containing carbromal and 
bromvaletone can in future be sold by a chemist only 
and that this step was considered to be a preliminary 
to the prohibition of the sale of such preparations 
except against a prescription from a duly qualified 
medical practitioner. Further, it was suggested that 
this step followed upon a death from such a substance 
that had been investigated by the coroner. 


“Doriden” is a sedative, or depressant, substance that 
produces a picture typical of all such drugs and is 
at the present time sold apparently without restriction 
throughout Australia. 


It is not only because “Doriden” has been the cause 
of a few deaths and has caused a number of individuals 
to become habituated to it that a review as to the 
desirability of its unrestricted sale is advocated. It 
would seem that there are appearing ever greater num- 
bers of drugs on the unrestricted market, all purporting 
to be safe sedatives and hypnotics. Whilst a few rela- 
tively safe drugs of this sort might well be allowed on 
the free market, it is hard to see the virtue of multi- 
tudes of different drugs all to the same end but some 
much less safe than others. 


An annotation in the British Medical Journal (1960) 
regarding the New Poisons Rules and Lists states: 


yrowing concern over the increasing number of 
drugs available for self medication and consequences 
of their indiscriminate use has resulted in the most 
extensive changes in legislation relating to poisons. . . 
The need for a controlling authority to regulate this 
release of new compounds to the public may sooner or 
later become pressing. 
In a similar vein Dax (1960) is reported to have said 
that 
he would like to see a thorough investigation of 
the ‘effects of proprietary sedatives to see whether con- 
trol of their sale was needed. 
It has been reported from another source (Herald (Mel- 
bourne), 1960a), as though to belittle the problem, that 


The majority of people who returned habitually for 
proprietary sedatives were either chronic alcoholics or 
had a history of mental instability. 

This statement can be ignored from the point of view 
of being of practical value as (i) the number of chronic 
alcoholics in the community is considerable, whatever 
definition of the condition is used. Hence even if the 
chronic alcoholic was the main offender where drug 
habituation is concerned, the problem created is suffi- 
ciently large to require serious consideration. (ii) 
Mental instability is a hopelessly vague concept and 
might well include “temporary instability”, as well as 
the notion of drug-dependent personalities. Fischer 
(1960) states that “there can be no doubt that any one 
resorting to drugs of any description is suffering from 
some sort of mental instability’—a statement that can 
be criticized in the same way as can the concept of the 
drug-dependent personality (Bartholomew, 1960). If such 
a statement is admitted as a valid statement of the 
present position, then it allows of argument ez post 
facto. (iii) Even if the alcoholics and people of unstable 
personality do make up the bulk of the population 
taking proprietary drugs, it is difficult to appreciate the 
point of view that tacitly accepts such a state of affairs. 
As Seager and Foster (1958) point out, addiction or 
habituation to a drug is much more difficult to treat if 
the drug can be very easily procured, whilst Fraser and 
Grider (1953) make the point regarding the “contagious” 
nature of addiction, and suggest that there may be a 
spread of addiction from an addict to a hitherto drug- 
free, though possibly predisposed, person. Some of the 
cases illustrated above may well illustrate such a thesis. 
It must also be recognized as likely that all, or nearly 
all, morphine addicts have, or had, unstable personalities, 
but the drug was controlled. Surely it is true that 
much legislation is aimed at protecting the weak person 
from himself; such a point of view appears, in part, to 


be an underlying factor in the presence of, for example, 
the licencing laws. 


There is another attitude often voiced when the subject 
of the value or otherwise of restricting the sale of 
drugs is debated. Such an attitude is expressed in a 
reported statement (Herald (Melbourne), 1960b) to the 
effect that a certain sedative was a useful medicine and 
that the only danger lay in its misuse, which could not 
be prevented. It continued as follows: 


However, as many deaths result from the misuse ot 
aspirin as misuse of the sedative. 


This “argument” may at first sight impress one as 
persuasive, but unless a great deal of qualification is 
added, it is quite devoid of real meaning or practical 
value. Before taking refuge in statistical analogy many 
more facts must be given. In the first place, aspirin is 
one of the best known and most commonly used of 
sedatives, and before a statistical approach can be used 


-it is necessary to know the number of persons taking 


aspirin and the deaths caused by that drug as compared 
with the same data for “Doriden”’, or any other drug 
under discussion. Secondly, death is not the only 
concern. The incidence of habituation to aspirin, even 
among chronic alcoholics and unstable personalities, does 
not strike one as a problem of great moment; rather 
different is the concern at present caused by some of the 
non-barbiturate preparations such as, for example, the 
bromureides. Finally, just because habituation and/or 
death may occur through the misuse of a certain drug 
considered of such great value that it is sold in an 
unrestricted fashion, is no reason to allow the same 
number of deaths and cases of habituation to occur in 
relation to any other drugs before considering whether 
or not the position warrants some official interference. 


It would not seem unreasonable to suggest that all 
drugs of marked pharmacological activity, irrespective 
of the relationship of the LD, and therapeutic dose, 
should initially be restricted until the full clinico-social 
effects are fully known and appraised —a view espoused 
by Seager and Foster (1958). They suggest that all new 
drugs with a euphoriant or sedative action 

. should be included in the scheduled list of poisons 
ab initio, instead of being sold across the chemist’s 
counter without hindrance until cases of addiction have 
been described. 

It should further be stated that the concept of the LD, 
is by no means as straightforward as the two letters 
and two digits suggest. Schreiner et alii (1958) draw 
attention to this point and comment upon finding an 
undissolved tablet of glutethimide in a stomach 69 hours 
after its ingestion. McBray and Katsas (1957) noted 
that the lethal dose of “Doriden” had been estimated at 
40 grammes on the basis of animal experiments, but 
then relate fatal cases after the ingestion of less than 
half that amount. 


Such a suggestion that sedatives and euphoriants 
should at least be restricted ab initio, as put forward 
by Seager and Foster (1958), and advocated by the 
present writer, may be considered an unduly severe 
recommendation. For those who may feel tempted to 
dismiss such a suggestion out of hand the words of 
Glatt (1959) are worth reading and mulling over: 

Apparently the main question is not whether certain 
sedatives or stimulant drugs will occasionally be found 
to be habit forming—they all will, in certain unstable 
personalities—but whether the misuse by a minority 
(often followed by serious consequences) justifies or 


necessitates the imposing of restrictions affecting also . 


the majority who are able to use such drugs sensibly 
and in moderation. 

The moderate language and reasoned approach adopted 
by Glatt is impressive, but there are still two further 
questions to be added. The first is concerned with the 
plethora of drugs of similar action on the market. It 
is admitted that a simple sedative/hypnotic is of great 
value to the community and that its value would be greatly 
minimized if the drug were not easily obtainable. 
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However, do we need as many different drugs for the 
more “normal” population that will not misuse them? 
Secondly, one is used to considering the harm a drug 
may cause a person as the result of taking the drug 
itself. However, there is another question to be posed 
regarding the possible harm a person may do himself 
as a result of self-medication, the drug being taken 
serving no therapeutic purpose, but allaying anxiety 
and causing the patient to consult a doctor at a later 
and less favourable time. It is clear, therefore, that the 
problem of which drugs should be restricted and which 
drugs left for free purchase is not simple or straight- 
forward. However, it would seem on balance that many 
more drugs should be restricted and among those so 
restricted should be “Doriden”. 


Summary. 
The drug “Doriden” has been sold in an unrestricted 
fashion and been considered as being non-habit forming. 


Thirty-eight cases of habituation to “Doriden” were 
seen in a selected population during a six-months’ period 
and five cases of “pure” “Doriden” intoxication have been 
presented in some detail. 

It is suggested that “Doriden” is to be classed as a 
central depressant, the clinical picture of intoxication 


” by the drug being similar to other central depressants 


—for example, ethanol and methylpentynol. 


It is suggested that many atypical psychiatric clinical 
pictures in hospitals, clinics and prisons may well be 
due to intoxication. 


The problem regarding the restriction of drugs in 
general, and “Doriden” in particular, is discussed. 
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Addendum. 


Since this article was written, two cases of attempted 
suicide have been encountered in which the drug taken 
was “Doriden”. 


The first patient (under the immediate care of Dr. Gavin 
Andrews) was a depressed homosexual, aged 22 years, who 
took 20 tablets of “Doriden” (5-0 grammes) at one time. 
He was found in an unrousable state some twelve hours 
later, had a stomach wash-out in hospital, became partially 
conscious six hours later, and was transferred to a receiving 
house. There, some 20 hours later, he was noted on examina- 
tion to be ataxic and mildly disorientated. Both these 
features disappeared over the following 24 hours. 


The second patient was a man, aged 24 years, who stated 
that he had taken “Doriden” tablets over a period of some 
six months. He began with three or four per day (0-75 to 
10 gramme) and was finally taking eight to 10 per day 
(2:0 to 2-5 grammes). He was unhappily married, and the 
marriage ended when he stabbed his wife. After this 
assault he took 5-0 grammes of “Doriden” (“I took a whole 
tin full but may have dropped one or two”) and became 
unconscious, remaining in that state for nearly 40 hours. 
He was then found and taken to hospital, where his stomach 
was washed out, and he became conscious some four hours 
later. No note was made as to the mental state when he 
became “conscious”. The only physical examination carried 
out revealed that his pupils were normal and reacted briskly 
to light, even when he was first seen in the hospital in the 
unconscious state. 
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THE RELATIONSHIP BETWEEN THE POSITION OF 
THE STOMACH AND PEPTIC ULCER. 


By Georrrey Hacarty, M.B., D.R., D.T.R. (Syd.), 
Eastwood, New South Wales. 


The Position of the Normal Stomach. 


Tuere has been interest in the gross anatomy of the 
stomach for hundreds of years and the earlier anatomists 
made studies of the viscus which are still useful. Topo- 
graphical anatomy and the relation of the stomach to 
fixed points was slower to develop, and it was not until 
the end of the last century that Addison (1899) described 
the transpyloric plane as a line cutting through the disc 
between the first and second lumbar vertebre. All of 
these studies were made as a result of the dissection of 
eadavers, and it was not until the early years of this 
century that pioneer radiologists were able to demonstrate 
that the viscera showed a range of variation and did not 
necessarily correspond in position with the fixed points 
of the anatomical textbooks. Schlesinger (1910) classified 
the stomach according to contour, which, he claimed, was 
influenced by the degree of tonus, and accordingly 
recognized hypertonic, orthotonic, hypotonic and atonic 
stomachs. At a later stage Mills (1917) advanced the 
view that the visceral contours and positions were 
dependent on body habitus, which he classified into the 
hypersthenic, the sthenic, the hyposthenic and _ the 
asthenic, together with a complex series of subgroups. 
There is some correspondence with the Schlesinger classi- 
fication, the hypertonic stomach being found in the hyper- 
sthenic individual of the Mills classification, and similarly 
the orthotonic, hypotonic and atonic stomachs in sthenic, 
hyposthenic and asthenic individuals respectively. Moody 
et alii (1929) made barium studies of the position of the 
stomach in young adults showing that the viscus occupied 
a lower position than that described by the anatomists, 
and stated that although the gastric position was not 
uniform there was a normal range of variation. More 
recent work by Meschan et alii (1953) suggests that there 
is a close relationship between body habitus and visceral 
position, and their very detailed studies confirm the 
conclusions advanced by Mills. 


It is, of course, a fact that the position of the stomach 
can be influenced by a variety of factors which include 
autonomic nervous control (Klee, 1914), the size of the 
meal taken, the state of the abdominal musculature, disease 
of neighbouring organs, endocrine disturbances, the time 
of the year (Todd, 1930) and the general health of the 
individual. Nevertheless, each individual has a gastric 
position which does not differ very greatly as far as the 
cardia and the pylorus are concerned, although the stomach 
occupies a lower position when filled and also when the 
individual is erect; but owing to the support given at the 
eardia by the gastro-splenic ligament and at the pylorus 
by the hepato-duodenal ligament these points are less 
mobile than the body of the stomach. In the erect position, 
the empty stomach may move down slightly, and if it 
is filled with 20 oz. or more of a heavy barium meal 
the cardia and the pylorus may move down as much as 
one vertebra, but the unsupported and elastic greater 
eurve of the body balloons out and may move down two 
or three vertebre into the pelvis, although downward 
movement of the stomach when filled with ordinary food 
is much less. 


In the present survey we began by giving the patient 
8 oz. of a barium-and-water mixture, after which the 
positions of the cardia, the pylorus and the greater curve 
in the prone, supine and erect positions were noted. On 
study of these results it was found that the cardia 
was fairly constant in position in different individuals and 
was usually at the level of T1l or T12, whilst the greater 
curve could be as high as T12 or as low as the pelvic 
floor and also varied considerably in the same individual 
on change of position. The pylorus was intermediate in 
the degree of variation in the one individual and also 
between different subjects, and was therefore thought to 


provide the most reliable guide to the variation in 
individual gastric position. Following on these earlier 
studies the patients were given from 6 to 10 oz. of a 
barium-and-water mixture, after which they were examined 
prone, and the position of the pylorus was noted in 
relation to the nearest vertebra. In the event of the 
pylorus being exactly between two vertebre on the first 
prone radiograph, further radiographs were made, and in 
all cases in at least one of the series the pyloric plane 
was found to be closer to one or other of the adjacent 
vertebre and was so classified. The “normal” series 
represents 1000 barium-meal examinations in which there 
was no clinical, radiological, gastroscopic or other evidence 
of gastric or duodenal disease, most being conducted as 
part of general investigations. All cases in which the 
stomach contained secretion after fasting were rejected, as 
also were those in which the stomach was involved in 
herniw, or in which adjacent disease, such as biliary or 


TABLE I. 
Pyloric Levels of Patients in Present Series. 


Normal Patients. Uleer Patients. 


Level of 


Pylorus. Private Hospital Gastric Duodenal 
ctice. Practice. Total. Uleer. Uleer. 

Tis 6 21 27 (2°7%) = 43 

1 538 113 171 (17-1%) 4 152 
L, 175 ° 170 345 (34°5%) 31 187 

3 171 132 303 (30-3°%) 30 

1 83 50 133 (13-3%) 11 5 

7 14 21 (2°1%) -- 
Total 500 500 1000 76 427 


pancreatic pathology, was present. The youngest patient 
in the series was 18 years of age and the oldest 92, with 
the average age 48 years. Five hundred subjects were 
hospital patients, many of them out-patients, the admitted 
patients being frequently excluded on the grounds of 
proved or suspected upper abdominal disease; the second 
500 examinations were performed on patients encountered 
in private radiological practice, but the author personally 
examined all the patients, and the technique used was 
standardized. 

The sex incidence was 542 females to 458 males; of 
the 133 cases with pyloric levels at L4, 112 were females 
and 21 were males, and of the 21 individuals with pyloric 
levels at L5, 19 were females and only two were males. 
A study of these figures shows that the pyloric levels of 
most presumably normal individuals pass through either 
the second or third lumbar vertebre, with smaller numbers 
being at the level of the first and fourth vertebrae, and 
only about 5% of subjects are found outside these limits 
and are then either just above or below. These levels 
are slightly higher than those of Moody et alii, who found 
the pylorus to be at the upper border of the third lumbar 
vertebra in most individuals, with the range being between 
the first and the fourth vertebra. There is therefore very 
substantial agreement between the two surveys. 


Gastric Position in Peptic Ulcer. 


Five hundred and three cases of peptic ulcer were 
classified with regard to the position of the transpyloric 
plane, the patients being once more derived equally from 
hospital and office practice; the sex incidence was very 
similar to that of the normal series, with 261 females and 


239 males, and all patients were again examined by the _ 


author. It can be inferred from the data gathered that 
most patients with duodenal ulcers have a transpyloric 
plane at the level of either the first or the second lumbar 
vertebra, with smaller numbers found in relation to the 
twelfth thoracic and third lumbar vertebra, and only a 
negligible number at the level of the fourth vertebra. 
Gastric ulcer patients were found to have pyloric levels 
adjacent to the second, third and fourth lumbar vertebre, 
with none higher than the first lumbar vertebra. 
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After study of the normal series it was found that the 
position of the pylorus was most frequently at the level 
of the second lumbar vertebra and a table was therefore 
constructed with L2 as the origin and the vertebre above 
and below as separate units (Table Il). This was also 
done for gastric and duodenal ulcers, once again with L2 
as the origin as stated above. The normal individuals then 
show a mean of 0-407 below the origin, the duodenal ulcer 
patients have a mean of 0-440 above, and the gastric ulcer 
patients a mean of 0-632 below the origin. It is therefore 
clear that there is a significant difference between the 
position of the stomach in duodenal ulcer patients, gastric 
ulcer patients and normal individuals. 


TABLE II. 
Mean Pyloric Levels of Patients in Present Series. 


Number Mean Standard 

Type of of Level of Standard Error of 

Subject. Cases. Pylorus. Deviation. the Mean. 
Normal 1000 —0-407 1-067 0-034 
Duodenal ulcer 427 +0-°440 0-841 0-041 
Gastric ulcer .. aS 76 —0-632 0-797 0-091 


1 L, is taken as the origin for pyloric levels. The value of the mean is thas 
the position of the pylorus above or below the origin. 


Discussion. 


The survey of 1000 normal individuals and 503 patients 
with peptic ulcer shows that there is a significant relation- 
ship between the position of the stomach and the 
occurrence of duodenal and gastric ulcer. The stomach 
was higher in position in the duodenal ulcer patients, 
and although a high stomach is not necessarily equivalent 
to the hypertonic viscus of Schlesinger or the hypersthenic 
type of Mills, there was some degree »f correspondence, 
and it can be said that duodenal ulcer patients are more 
likely to be heavily-built people and that their alimentary 
tracts have some tendency towards hypermotility, but in 
the latter case it may not always be possible to separate 
eause and effect. Similarly gastric ulcer patients are more 
likely to be of the hyposthenic bodily type, which may be 
associated with a more slowly-emptying stomach. With 
regard to the question as to whether the stomach occupies 
a different position as the result of its acquiring an ulcer, 
it can be said that a group of 32 ulcer patients was 
studied in which the histories were of less than one 
month’s duration, and these patients showed no significant 
difference in visceral position from the remaining cases. 
Another small group of 34 ulcer patients was examined 
on a number of occasions until all clinical and radiological 
evidence of ulcer had disappeared, and when the ulcers 
were healed the gastric position was unchanged. The 
sharp difference revealed between the type of patient with 
duodenal ulcer and gastric ulcer is of importance as it 
tends to suggest a different etiology for the two lesions and 
supports the views already expressed, that gastric and 
duodenal ulcer represent two entirely different diseases. 
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A REASSESSMENT OF SOME SIMPLE TESTS FOR 
RENAL INSUFFICIENCY. 


By D. Watson, B.Se., F.R.1LC., F.R.A.C.L, 
AND 
A. RorHpBart, M.D. (Debrecen, Hungary), 


Department of Pathology, The Royal Women’s Hospital, 
Melbourne. 


EXAMINATION of the blood for urea concentration, and 
of the urine for the presence of protein, cells and casts, 
is usually regarded as an integral part of the clinical 
examination of any patient suspected of having some 
degree of renal impairment. However, there are different 
opinions as to which other tests of renal function should 
be undertaken in routine hospital practice, and it is 
right that such tests should periodically be reviewed in 
the hope that the same, or more clinically useful infor- 
mation may be obtained with less labour. 


We have, therefore, compared and evaluated two pro- 
cedures commonly employed for the investigation of renal 
function. the first, a urea’ clearance test 
(Fowweather, 1934), a urea concentration test (Maclean 
and de Wesselow, 1920) and a urea excretion test 
(Krieger, 1944) were employed. In the second, we 
performed the original urea clearance test (Moller, 
McIntosh and Van Slyke, 1928) together with a urine 
specific-gravity test as an approximate measure of distal 
tubule concentrating power (Fishberg, 1954)—a com- 
bination of tests recommended for the detection of renal 
impairment in pregnancy (de Alvarez, 1954). 


Materials and Methods. 


During the period January to September, 1960, investi- 
gations for renal dysfunction were made on 101 patients 
admitted to this hospital. Seventy-three were pregnant 
women, the majority of whom were in the third 
trimester. All were admitted with a past history of 
renal disease and/or presented signs of preeclamptic 
toxemia (hypertension, proteinuria and cdema). In 
addition there were nine non-pregnant women with past 
histories of renal disease and a further 19 pregnant women 
whose only known renal abnormality was one of persistent 
non-diabetic glycosuria. 


The first group of renal function tests was carried 
out exactly as described by Maxwell (1956). The 
fasting patient was given an oral dose of 15 grammes 
of urea in 100 ml. of water, and subsequently the 
Fowweather urea clearance, the urea concentration and 
the three-hour urea excretion were determined. 


After the test the patient received her usual diet until 
about 5 p.m. on the same day, when she was given a 
meal of high protein content, but with no more than 
200 ml. of fluid to drink. No further fluids were allowed. 
Urine passed up to the time of the early morning 
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awakening was discarded, but before breakfast, with 
ample fluids, the patient emptied her bladder completely 
to provide a specimen for the measurement of specific 
gravity. Half an hour later, two cupfuls (320 ml.) of 
water were given, and the Van Slyke clearance test 
was continued according to the procedure described by 
Varley (1958). 


Blood urea clearance was considered abnormal when 
in the case of pregnant patients less than 90%, or in 
the case of non-pregnant patients less than 70% of the 
average “normal” clearance was found. We applied the 
accepted criteria (Maxwell, 1956; Varley, 1958) to the 
interpretation of the results of the urea concentration 
and excretion tests. Urine concentrating ability was 
considered normal if the specimen showed a _ specific 
gravity of 1-020 or more, but no assessment of 
abnormality was made unless a figure (after correction 
for temperature and proteinuria) of less than 1-010 was 
recorded. 


Results. 


Normal urea clearance values by both Van Slyke and 
Fowweather methods were found in 54 of 73 pregnant 
and seven of nine non-pregnant patients suspected to 
have renal insufficiency. Of the patients showing normal 
urea clearance, all were able to concentrate urea ade- 
quately (Maclean’s test), all but two produced a normal 
three-hour excretion of urea (Krieger’s test), while all 
but 18 were able to concentrate their urine to a specific 
gravity of 1-020 or more. A clinical study of the 18 
patients in whom the specific gravity fell to between 
1-010 and 1-020 revealed that diuresis of edema fluid 
in two patients, or treatment with chlorothiazide in 
one patient could conceivably have accounted for an 
inability to produce a concentrated urine at the time of 
the test. However, at least 15 of the patients (14 preg- 
nant and one non-pregnant) who, after the oral adminis- 
tration of urea showed normal urea clearance and con- 
centration, failed to concentrate their urine to a specific 
gravity of 1-020 after 14 hours’ deprivation of fluid. 


Seventeen of 73 pregnant and two of nine non-preg- 
nant patients were found, by both Van Slyke and 
Fowweather methods, to have subnormal urea clearances. 
Of these 19 patients, four produced urine with a specific 
gravity of less than 1-010, while the remainder produced 
urine concentrated to a specific gravity of between 1-010 
and 1-020. 


Discrepancies between the results of the Van Slyke 
and the Fowweather clearance tests were observed in 
two of the 82 cases. 


A., aged 31 years, was 17 weeks pregnant, and was 
admitted to hospital with preeclampsia on May 28. On 
admission, she had a blood pressure of 150/90 mm. of 
mercury, pitting cdema of the ankles and proteinuria. 
After treatment (bed rest, low-salt diet and chlorothiazide) 
the cedema disappeared and the blood pressure fell. On 
June 3, the fasting blood urea level was 41 mg. per 100 ml. 
The Fowweather urea clearance was 48%. On June 7 the 
fasting blood urea level was 29 mg. per 100 ml. The Van 
Slyke urea clearance was 93%. On June 20, the fasting 
blood urea level was 29 mg. per 100 ml. 


B., aged 36 years, was 12 weeks pregnant; she had a 

past history of ankle-cedema with two previous pregnancies, 
and was admitted to hospital for hypertension of six weeks’ 
duration. On admission she had a blood pressure of 180/90 
mm. of mercury, no cdema or proteinuria. On May 25, the 
fasting blood urea level was 14 mg. per 100 ml. The 
Fowweather urea clearance was 150%; the urea concentra- 
tion was 2:°9%, 35% and 4:7%; the total three-hour excretion 
was 7:8 grammes. On May 27, the fasting blood urea level 
was 25 mg. per 100 ml. The Van Slyke urea clearance was 
70% and 64%: the urea concentration 0°58% (2:2 ml. per 
minute) and 0:43% (2:5 ml. per minute). 
In these cases, owing to difficulties in organizing the 
tests, there was an unavoidable interval between the 
two groups of tests. In the first case we consider that the 
clinical improvement and the fall. in the blood urea level 
which occurred in this interval can account for the 
normal Van Slyke clearance. We are unable to explain 
the discrepancy in the second case. 


Some form of blood urea clearance is a popular 
method of assessment of glomerular function. The 
clearance of endogenous urea as measured by the Van 
Slyke method is usually expressed as. a mean of two 
consecutive hourly clearance values. But these values 
have, in the hands of some workers (Krieger, 1938; 
Morton, 1950), frequently differed so widely as to make 
the test almost useless. This is in contrast to our 
findings (see Table I); in only three of 92 duplicate 


TABLE I, 


Results of > Van it, Urea Clearance Test—Consecutive Hourly Values in 92 
atients, expressed as a Percentage of Normal. 


TABLE I, 
Results Differing by Less than 10% of the Mean. 
Clearance. 
Type of Patient. Number of 
Patient. First Hour. Second Hour. 
Normal renal function _— 141 (mean) 139 (mean) 
(51 patients). 91 (lowest) 95 (lowest) 
238 (highest) 290 (highest) 
Renal insufficiency (15 I 87 73 
patients). II 86 85 
Ill 86 
IV 85 87 
Vv 76 77 
70 
Vil 59 60 
Vill 57 55 
Ix 60 
42 42 
I 19 23 
XII 18 15 
14 12 
IV 13 12 
12 13 


TABLE IB. 
Results Differing by More than 10% of the Mean. 


Clearance. 
Type of Patient. Number of 
Patient. First Hour. Second Hour. 
Normal renal function _ 139 (mean) 130 (mean) 

(19 patients). 86 (lowest) 114 (lowest) 
115 (highest) 220 (highest) 

Renal insufficiency (4 XVI 58 75 

patients). XVII 50 75 

XVIII 50 76 

XIX 93 68 

TABLE Ic. 


Results whose Interpretation is in Doubt. 


Urine Flow. Urea. Clearance. 
(M1. per Minute.) (Grammes per 100 ml.) (Percentage Normal.) 


Patient. 
First Second First Second First Second 
Hour. Hour. Hour. Hour. Hour. Hour. 
xx 1-50 3-68 1:0 0-8 69 115 
XXI 2-0 1-5 1°5 67 147 
XXII 4-0 2-35 1-2 0-7 161 55 


tests was there any apparent difficulty in interpreting 
the results. However, it must be pointed out that these 
earlier investigations almost certainly suffered from a 
lack of supervisory attention to the accuracy of speci- 
men collection. Such a handicap would be understand- 
able at a time when there were very many cases of 
preeclamptic toxemia on forced-fluid eliminative treat- 
ment. 

For normal subjects, lower clearances by the Van 
Slyke than by the Fowweather procedure have been 
found by Morton and Nussey (1940); but in their 
investigation the preparation for the former test was 
altered by allowing only “one small cup of tea” two 
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hours before the test; in many subjects this amount of 
fluid would have been insufficient to stimulate an ade- 
quate flow of urine. Another deviation from the original 
technique—that is, that of performing the test on 
fasting persons (Krieger, 1938)—appears also to be 
associated with a large proportion of unsatisfactory 
duplicate clearance values. It is our experience that 
sufficiently good agreement can be obtained between the 
clearance values from the two specimens as to leave 
little room for doubt in the interpretation of the test. 


The test described by Fowweather (1934) is not 
generally regarded as an improvement on that devised 
by Van Slyke. Thus, some authors of British textbooks 
of biochemistry disregard the Fowweather test on the 
ground that the blood urea level is, to a _ variable 
extent, altering during the test period (Nabarro, 1954; 
Milne, 1957; Harrison, 1957; Varley, 1958). We have 
also observed inconstant levels of blood urea around 
the time of the collection of the blood specimen. Fur- 
thermore, in spite of the supposed diuretic effect of the 
urea administered, we have occasionally found very low 
urine flows, which necessitated the repetition of the test. 


What may be considered a _ possible advantage of 
the urea-loaded clearance technique of Fowweather is 
that it presents an opportunity to augment and extend 
the test, so as to permit the measurement of urea 
concentration and excretion. In this study, no additional 
contribution to the assessment of renal function resulted 
from the use of either the urea concentration or the 
urea excretion test. We had indeed previously observed 
this fact in a review of our results of renal function 
tests carried out on 114 obstetrical and 34 gynecological 
patients during the year 1959. On the other hand, the 
urinary specific gravity test does provide a simple 
means of dividing the patients into three groups: (i) 
those with renal impairment (the specific gravity of 
whose urine was less than 1-010); (ii) those in whom 
it is unlikely that such a condition is present (the 
specific gravity of the urine being greater than 1-020); 
(iii) those patients in whom further investigation is 
required (that is, the Van Slyke urea clearance test). 
We support the plea recently made by Castaldi, Edwards 
and Whyte (1960) for a more frequent and confident use 
of a measurement of urinary specific gravity after water 
deprivation as a screening test for renal dysfunction. 


Summary and Conclusions. 


An investigation into the separate procedures of Van 
Slyke and Fowweather for the estimation of urea 
clearance has reaffirmed the reliability of the Van Slyke 
method. 


Results given by a combination of a urine concen- 
tration (specific gravity) test and the Van Slyke urea 
clearance have been compared with those obtained by 
an extended procedure described by Maxwell (1958), 
which included measurement of the urea clearance, the 
urea concentration and the total excretion of urea. The 
former tests together give more information than the 
latter about the state of renal (glomerular and tubular) 
function. In addition, they are simpler to perform and 
have advantages both for the patient and for the 
nursing staff. 
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BLOOD GROUPS AND CARCINOMA OF THE LUNG. 


By H. Maynarp RENNIE, F.R.C.P., F.R.A.C.P., 
AND 
R. W. Haser, M.B., B.S., 
Thoracic Unit, Royal Prince Alfred Hospital, Sydney. 


In recent years it has been shown that persons 
belonging to the different blood groups differ in their 
susceptibility to certain diseases. This subject has been 
recently reviewed by Fraser Roberts (1959). 


In the ABO blood-group system, group O has been 
shown to be more commonly associated with duodenal 
ulcers (Aird et alii, 1954; Billington, 1956), with anasto- 
motic or stomal ulcers (Brown et alii, 1956) and to 
lesser extent simple gastric ulcers (Fraser Roberts, 
1957), and with toxemia of pregnancy (Pike et alii, 
1954). Clarke et alii (1956) showed that duodenal ulcers 
are much more frequent in non-secretors of group-specific 
substances than in secretors. 


There is also strong evidence for excess of group 
A subjects in cases of gastric carcinoma (Aird et alii, 
1953), pernicious anemia, diabetes mellitus (McConnell 
et alii, 1956), cancer of the uterus (Helmbold, 1958) 
and probably in carcinoma of the pancreas (Aird et alii, 
1959). 


A high incidence of death from bronchopneumonia 
in blood group A children was found by Struthers 
in Glasgow (1951), but was not confirmed by Carter 
and Heslop in London (1957). Such discrepancies are 
difficult to understand, and their explanation is not clear. 


Parker and Walsh (1958) from Australia, and Aird 
et alii (1954) from Great Britain, reported no associa- 
tion between blood groups of the ABO system and 
earcinoma of the lung, breast, colon or rectum. Aird 
et alii (1954) also showed no correlation between peptic 
uleer and carcinoma of the lung, breast, colon and 
rectum in Rhesus blood groupings (D-positive and D-nega- 
tive only). However, McConnell et alii (1954) examined 
the relationship of different histological types of car- 
cinoma of the lung to blood groups and found a high 
incidence of blood group A in patients with oat-cell 
carcinoma and of Rhesus D-positive patients with 
squamous-cell carcinoma. 

The present study was therefore undertaken to confirm 
McConnell’s work, and to examine the relationship 
between blood groups and the various histological types 
of lung carcinoma in this hospital. 


Clinical Material. 


All patients with histologically proven carcinoma of 
the lung with known blood groups treated at the Royal 
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TABLE I. 
Relationship of Blood Groups to Carcinoma of the Lung. 


Anaplastic Squamous-Cell Alveolar 

Blood Group. All Cases Carcinoma. ‘arcinoma. Adenocarcinoma. Carcinoma. Controls 
Group A ‘ 41-4° 39-29% 41-°7% 54°19 16-°7% 38-42, 
Group B a” 8-2% 5-2% 11-0% B-4% 16-7% 9°7% 
Group O 49°1% 54°6% 46-2% 33°3% 66 -6% 48-9, 
Group AB 1-3% 1:0% 1% 
Rh-positive  .. 83-5% 78°5% 89-0% 5% 83°3% 82-3% 
Rh-negative .. 16°5% 21-°5% 11-0% 16°5° 16-7% 17-7% 
Total number of cases 218 97 91 24 6 _ 


Prince Alfred Hospital from July, 1950, to July, 1960, 
were included in this study. During this period there 
were 218 such cases of carcinoma of the lung, 97 being 


anaplastic carcinoma, 91 squamous-cell carcinoma, 24 of. 


adenocarcinoma and 6 were of alveolar cell carcinoma. 


The control series was that of de Burgh et alii 
(30,000 cases) for the ABO blood groups, and of 
Simmons et alii (2593 cases) for Rhesus blood groups 
(D-positive and D-negative only). These series were 
taken from blood donors in New South Wales and 
Victoria respectively, and they showed no statistically 
significant difference in blood-group distribution from 
the English series of Discombe and Meyer (1952). 


Results. 

In the present series there was no correlation between 
different histological groups of carcinoma of the lung 
and either ABO or Rhesus blood groups within the 
5% significance level (see Table I). There was also no 
correlation between patients with carcinoma of the lung 
born in England, New South Wales or other places and 
their blood groups. In a further 51 cases examined 
during the same period, and clinically thought to be 
eases of carcinoma of the lung without any histological 
proof, there was also no significant association with 
specific blood groups. 

Summary. 

A survey was made of all patients with carcinoma 
of the lung, whose blood groups were known, and who 
were treated in the last decade at the Royal Prince 
Alfred Hospital, Sydney. In these 218 cases, there was 
no correlation between ABO and Rhesus blood groups 
and the histological type of carcinoma, or the country 
of birth of the lung cancer sufferer. 
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Psychotherapists in Action: Exploration of the Therapist's 
Contribution to the Treatment Process. By Hans H. 
Strupp; 1960. New York and London: Grune and 
Stratton, 9” x 53”, pp. 402. Price: $8.75. 


In this book an experimental comparison of the techniques 
of psychotherapists, trained and untrained, and of various 
schools, psychoanalytic or derived therefrom, is attempted. 
Psychotherapists will discern the valuable and the doubtful 
inferences drawn from an artificial, though ingenious, 
situation. 


In this situation, not a treatment one, a sound-film of a 
clumsy, initial, vis-A-vis, doctor-patient interview was pro- 
jected before 237 psychotherapists. At 28 interruptions of 
the film, each wrote answers to the question “What would 
you do?” From these superficial fragments, each completed 
a patient questionnaire, then an autobiographical question- 
naire. Each questionnaire, however, would require intimate 
insight. 


The “objective” data extracted from the questionnaires 
by raters are based upon their subjective judgements and 
superficial, qualitative classifications of answers. Reduction 
to measurement and statistics purports to show little dif- 
ference between different psychotherapeutic techniques, and 
between trained and untrained therapists. This old canard 
in new form is exposed by information suggesting that this. 
experimental design shows superficial similarities but not 
essential differences. The filmed interview was alien to 
psychoanalytic and Rogerian techniques, which, therefore, 
are not being compared, as claimed. From the beginning, 
psychoanalysts found empirically that vis-a-vis interviewing 
is not so conducive to free-association and phantasy, about 
past and present, as is quiet relaxation on a couch, facing 
nobody. This contemplative situation promotes the reliving 
of those childhood experiences from which the psychogeneses 
of neuroses and psychoses have been reconstructed. 
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Changing the technique changes the material produced. 
Many “psychoanalysts” work facing the patient, thereby 
depriving themselves of psychogenetic data, which they 
disparage, and confine themselves to current difficulties in 
interpersonal relationships. This characterizes this filmed 
interview. Validation of the childhood psychogeneses, 
reconstructed from the psychoanalyses of adults, has come 
from enlightened observation of children, which, together 
with prevention and early remedy, finally tests treatment 
theory and technique. 


More sensitive comparisons are adumbrated in concluding 
chapters. We hope neglect of the psychogenetic data, and 
a technique which obscures them, will not continue to vitiate 
the results. Comparison of effective techniques is desirable, 
but difficult when fundamental differences are subtle. 


A Student's Guide to Obstetrics and By 
Christopher J. Dewhurst, M.B., F.R.C.S., M.R.C.O.G.; 
1960. London: Cassell and Company Ltd. 74” x 43%”, 
pp. 230, with illustrations. Price: 26s. 6d. 


IN the preparation of this “guide”, the author has 
attempted to give the student a “cram” book for examina- 
tions. He has presupposed a deal of clinical experience and 
has tried to emphasize the most important—that is, the 
most common and elementary—features of the conditions 
discussed, to give the student a perspective for his final 
examinations—and indeed, for practice. 


The style is conciseness itself. Brevity has been achieved, 
not through tedious listing or stilted note-form, but by 
concentration on main points. It is not hard to read, and 
this is a recommendation for a “cram” book. One note of 
whimsicality has been allowed to creep in. At the beginning 
of the first chapter, devoted to normal pregnancy, is Lewis 
Carroll’s advice to the white rabbit: “Begin at the beginning 
... and go on until you come to the end, then stop’— 
admirable advice, and efficiently carried out. At the end of 
the last chapter, devoted to hormone therapy, Alice asks: 
“Is that all?” 


Certainly this book can in no way be a substitute for 
standard textbooks. However, it is helpful in giving per- 
spective, when read in conjunction with them, and those 
who regularly derive help from such offerings will probably 
buy this too. 


The Detection of Secret Homicide: A Study of the Medico- 
legal System of Investigation of Sudden and Unex- 
plained Deaths. By J. D. J. Havard, M.A., -B., 
B.Chir.; 1960. London: Macmillan and Co. Ltd. x 
53”, pp. 268. Price: 55s. 6d. 


THIs is a study of the medico-legal system of investigation 
of sudden and unexplained deaths. It is essential that every 
community should have an efficient system operating for 
the investigation of such deaths for the protection of the 
individual and society. The real purpose of this book is 
to examine the efficiency of the system, especially as it 
applies to England, with a critical appraisal of its value 
in preventing the concealment of homicide. The coronial 
system is essentially English and the same system sprang 
up in many parts of the world where Englishmen migrated— 
for example, Australia. The author traces the historical 
background of the system, especially the coroner’s inquest. 
He discusses the gradual emergence of the present medico- 
legal system of investigation, the procedure with regard to 
notification of deaths to the coroner, certification and regis- 
tration of deaths and still-births, and the disposal of dead 
bodies. In addition the need for adequate post-mortem 
examination and toxicological analysis is emphasized. 


The coroner’s system has been at times vigorously assailed 
and it has been contended by some experts that it should 
be abolished altogether. In this book the chief advantages 
of the English system are set out, as well as its disadvan- 
tages and shortcomings—the author is in favour of 
retaining the coroner’s inquest. In England coroners are 
either doctors or lawyers, but in some other countries they 
are not so well qualified, and in such places the inefficiency 
of the coroner’s system is more apparent. One other serious 
weakness in this system is the fact that the coroner has 
the power to order any doctor to carry out an autopsy and 
a toxicological analysis. Very few doctors have the neces- 
Sary experience or qualifications to undertake either. In 
order that the true cause of death should be determined 
it is essential, if the coroner’s system is to be retained in 
its present form, that he should ask only well-qualified 
forensic pathologists to carry out autopsies, and the forensic 
pathologist must have at his disposal, if not under his 
control, adequately equipped and adequately staffed toxi- 
cological laboratories. 


The coroner’s procedure followed in the various States 
of Australia is not uniform and differs in some important 
respects from the English coronial system, as set out in 
this work. In Victoria, for example, where an individual 
has been charged by the police with homicide, he does not 
go for trial until the coroner has finalized his inquest, and 
the coroner retains the power to decide whether the evidence 
in his own view warrants committal for trial. One feature 
of an efficient system is the existence of an enforceable duty 
to report the occurrence of violent, sudden or unexplained 
deaths to the appropriate medico-legal office. This is a 
principle which is given statutory recognition in some 
countries, but in England reliance is placed instead on the 
system of death certification and registration to ensure that 
the coroner is notified of deaths coming within his juris- 
diction, an indirect system that allows for non-detection of 
homicide. A registered medical practitioner who has attended 
a deceased person during his last illness is obliged to forward 
the usual medical certificate of death to the registrar, but 
he is not required to view the body after death. The author 
points out that more than a hundred thousand persons are 
certified dead each year in England without being seen 
after death by the doctor. 


Medico-legal systems operating in other countries, such 
as the medical examiner’s system in some States of North 
America, the Scottish system and the European medico- 
legal system (where coroners do not function) are also 
discussed, and finally the author contributes a chapter with 
suggestions for reform. It is a pity that the merits and 
demerits of our system are not better understood by those 
who have the authority to bring about the necessary reform. 


Trauma in the Aged. Edited by Edgar M. Bick, M.D.; 1960. 
New York, Toronto and London: McGraw-Hlil Book 
we Ine. 9” x 6”, pp. 540, with illustrations. Price: 


HERE is a valuable addition to the growing library of books 
on geriatrics, and one which reflects perfectly the medical 
profession’s appreciation of the geriatric patient as a whole 
person, psyche and soma, instead of a hopeless and useless 
wreck on the periphery of life. It is a typically American 
production, in full-gloss paper, with many illustrations and 
a star-studded list of contributors, including Joseph Trueta. 
However, we believe it to be a sound book, with a place 
in the library of the general surgeon, the orthopedic surgeon 
and, possibly, the physician. 


Under the heading “Pathologic Physiology’, various 
authors discuss traumatic shock, pre-operative and _ post- 
operative treatment, anesthesia, wound healing and the 
treatment of burns in the aged patient. A very large and 
comprehensive section deals with orthopzedic problems and 
their operative treatment, and another with visceral and 
somatic trauma. Finally, rehabilitation is discussed in its 
wider sense of helping the aged patient to be reaccepted 
into his home circle. This section is too brief to be of value 
to the rehabilitation officer—it serves only as a guide to the 
surgeon ordering post-operative treatment. 


Statistics are freely quoted throughout, each chapter is 
closed by an extensive bibliography, and an index is 
included. All in all, this is a very useful book. 


Hearing Enhancement. By J. A. Victoreen, LL.D., with 
a foreword by F. S. Forman, M.D.; 1960. Springfield, 
Illinois: Charles C. Thomas, 1960; Oxford: Blackwell 
Scientific Publications, 1961. 9” x 6”, pp. 196. Price: 60s. 
(English). 


In the foreword to this book is written: “Otology has 
emerged to-day as a separate definable branch of otolaryn- 
gology and is carried out by those who have specialized 
education and experience in the restoration of hearing.” 
But, in this country, as opposed to the United States, the 
field of otology has not became separated as a confined 
specialty within a specialty, the profession of audiology 
has, for practical purposes, not emerged, and the hearing 
instrument dealers do, for the most part, act independently 
of the medical profession. Therefore this book, whilst meri- 
torious in its aims and useful in its application, would seem 
to be somewhat prematurely produced to the medical 
profession in this country. Obviously this is no criticism 
of the book, whose material covers all aspects of the prob- 
lems in its primary aim—namely, to correlate the work 
toward hearing enhancement of otologist, audiologist and 
hearing-instrument vendor (called otometrist by the 
author—a title which we think has descriptive merit). 
Another object of the author would seem to be to give a 
method of action and recording which could be used 
universally in those aspects of hearing enhancement where 
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the three professions overlap. The book does not deal with 
the surgery of hearing enhancement, but, written by a 
consulting physicist, brings together a volume of informa- 
tion which is not easily gleaned from individual journal 
articles. However, though to the author the subject matter 
is clear, simple, concise and easily understood by anybody 
with the smallest amount of background in acoustics, we 
believe this is an over-simplification of the text. We would 
think that the average ear, nose and throat surgeon, without 
a fairly good working knowledge, would find difficulty in 
easy comprehension of much of what is written; it seems 
likely that a second reading would be necessary to become 
familiar with the jargon which of necessity is used. The 
information, new thoughts and concepts on this subject, 
being for the most part either a neglected or newly arising 
aspect of the treatment of the deaf, would give a better 
understanding and knowledge of methods and techniques 
available and necessary for fully competent treatment of 
the deaf patient provided one was in a position to use them, 
To sum up: “Too much, too soon.’ 


Textbook of Histology. By William F. Windle; third edi- 


tion; 1960. New York, Toronto, London: McGraw-Hill 
Book Company Ine. 9” x 6”, pp. 586, with many illus- 
trations. Price $10.95. 


Proressor WINDLE is to be admired for the knowledge and 
skill which have enabled him to present the fine structure 
of the body in the form of so short and simple an account. 
A declared objective of his short text is to help the beginner, 
and a number of writers have attempted this in recent 
years in the field of histology. 


It may, perhaps, legitimately be questioned, however, 
whether abbreviation to this degree does in fact clarify. 
Certainly reading has been made relatively easy; but, as 
in previous editions, a good deal more correlation of minute 
structure with function and explanation rather thay 
avoidance of controversial subjects might have helped 
understanding. To offer some few examples, more help 
might have been given, it is thought, on the significance of 
structure in epithelia, on the structure and function of 
serous and mucous acini and tubules, on _ eosinophile 
leucocytes and their functions, on the significance of the 
fine structure of bone matrix and of ellipsoids and sphincters 
in the vessels of the spleen and on melanoblasts. Also, 
perhaps as a consequence of abbreviation, some scraps of 
information are given, the purpose of which it is difficult 
to see—as, for instance, that no one germ layer gives rise 
to the endocrine glands in the embryo. Paranganglia are 
referred to as most prominent in infancy, but without 
elaboration on their condition in the adult. 


The present edition introduces a good deal of new material 
from the electron microscope, which is well presented and 
of great value in the explanation of fine structure, and 
excellent and useful features are the original illustrations 
and the annotated references at the end of each chapter. 
On the other hand, the value of the rather crude colour 
in illustrations, such as those of the pancreatic islands and 
the pars distalis of the hypophysis, is questionable. 


The Tomogram: Its Formation and Content. By Paul 
Edholm:; Acta radiologica, Supplementum 193; 1960. 
Stockholm: Acta Radiologica. 10” x 7”, pp. 110, with 
many illustrations. Price: Sw. Kr. 30:-. 


Tue author of this book has conducted an exhaustive 
mathematical analysis of tomographic systems and has 
subjected his theories to the experimental method. This 
is a valuable basic research, of interest to those concerned 
with the design of X-ray apparatus. The final chapters of 
this monograph present a good summary of the work and 
a discussion on some possible developments of tomography. 


Auditory Disorders in Children: A Manual for Differential 
Diagnosis. By Helmer R. Myklebust; third edition; 1960. 
New York and London: Grune and Stratton. 8” x 5”, 
pp. 380. Price: $7.75. 


Tuis is an admirable treatise, worthy of study by all who 
are concerned with problems of speech and hearing. It is 
unique for such a competent appreciation of childhood 
psychology to be associated with thorough appraisal of the 
various aspects of deafness and aphasia and their relation- 
ship to problems of communication, so similar, yet so 
different, in sufferers from brain injury and mental 
retardation. 


Proper emphasis is placed upon the value of the clinical 
history and on the behavioural patterns of the child, as 
opposed to the fallibility of tests of auditory acuity. The 


conclusion that “training, to be most effective, must be 
based on the total nature of the disorder, not only lack of 
response to sound”, is a fitting summation to a practical 
and common-sense assessment of the situation, presented in 
a lucid, flowing style. This contributes to the production 
of an intensely readable and rewarding monograph, which 
might profitably be brought to the notice of all otologists 
and pediatricians. 


Books Received. 


[The mention of a book in this column does not imply 
that no review will appear in a subsequent issue.] 


“Modern Surgery for Nurses’, edited by F. Wilson Harlow, 
(Dunelm.), F.R.C.S. (Eng.); fifth edition, 1961, 
L William Heinemann, Medical Books Limited. 834” x 
54”, pp. 884, with illustrations. Price: 30s. net (English). 


“The Red Cell: An Peay tng of its Chemical Physiology and 
Pathology”, by T. J. Prankerd, M.D.; 1961. Oxford: 
Blackwell "Scientific Pubilcations 83” x 52”, pp. 194, with 
figures. Price: 32s. 6d. (English). 


“The Pensées”’, by Blaise Pascal, translated with an intro- 
duction by J. M. Cohen; 1961. Middlesex, Baltimore, Victoria: 
Penguin Books Pty. Ltd. 74” x 54”, pp. 288. Price: 5s. 6d. 


“Symptom Diagnosis’, by W. M. Yater, A.B., M.D., M.S. (in 
Med.), F.A.C.P., and W. F Oliver, B.S., M.D., F.A.C.P.; fifth 
edition, 1961. New York: Appleton- Century-Crofts, Ine. 9% x 
64”, pp. 1046. Price: $15.00. 


“The Public Health Inspector’s Handbook: A Manual for 
Public Health Officers”, by Henry H. Clay, F.R.S.H., F.1.P.H.E.; 
tenth edition, 1961. London: H. K. Lewis & Co. Ltd. 84” x 54”, 
pp. 294, with illustrations. Price: £2 15s. net (English). 


“Neuroradiology Workshop: Volume I: Scalp, Skull and 
Meninges”, by L. M. Davidoff, M.D., H. G. Jacobson, M.D., and 
H. M. Zimmerman, M.D.; 1961. New York, London: Grune & 
Stratton. 103” x 74”, with many illustrations. Price: $16.50, 


“Advances in Blood Grouping’, by Alexander S. Wiener, 
M.D., F.A.C.P.; 1961. New York, London: Grune & Stratton, 
Inc. 10” x 63”, pp. 550. Price: $11.00. 


“Direct Analysis and Schizophrenia: Clinical Observations 
and Evaluations”, by O. S. English, M.D., W. H. Hampe, jr. 
M.D., C. L. Bacon, M.D., and C. F. Settlage, M.D.; 1961. New 
York, London: Grune & Stratton, Inc. 843” x 54”, pp. 128. 
Price: $4.25. 


“The Psychological Care of the Child in Hospital’, by Agatha 
H. Bowley, Ph.D., F.B.Psy.S.; 1961. Edinburgh and London; 
E. & S. Livingstone Ltd. 74” x 5”, pp. 46, with illustrations. 
Price: 4s. 6d. (English). 


“Surgery Is Destined to the Practice of Medicine: Hunterian 
Oration, Royal College of Surgeons England”, Sir Reginald 
Watson-Jones, B.Se., M.Ch.Orth., F.R.C.S., FR.A.C.S. (Hon. ) 
F.R.C.S.E. (Hon.), F.A.C.S. (Hon. 2; 1961. Edinburgh and 
E. & S. Livingstone Ltd. 93” x 7”, pp. 82, with illus- 
trations. Price: 21s. net (English). 


“Fearon’s Introduction to Biochemistry”, edited by W. J. E. 
Jessop, M.D., M.Sc., F.R.C.P.1., D.Ph., F.R.1.C.; fourth edition, 
1961. London: William Heinemann Medical Books Limited. 
83” x 6”, pp. 480 with figures. Price: 30s. net (English). 


“Elementary Human Physiology”, by Terence A. Rogers, 
Ph.D.; 1961. New York, London: "John Wiley & Sons, Ine. 
9” x 6”, pp. 428, with illustrations. Price: $6.50. 


“A Prelude to Medical History”, by Félix M.D. ; 
oe. aes. York: MD Publications, Inc. 8” x 64”, pp. 280. 
rice: 


“Clinical Vectoreardiography and Electrocardiography”, by 
Edward Massie, A.B., M.D., F.A.C.P., F.A.C.C., and Thomas J. 
Walsh, M.D., Melbourne: 

(Surgical) “Ltd. ; ‘Chicago 

103” x 73”, pp. 600, with many illustrations. Price: £15 2s. 


“Management of owe: Diseases”, by Joseph C. 
Edwards, A.B., M.D., F.A.C.P., F.A.C.C., with a foreword by 
Paul Dudley White; 1960. St. Louis: The C. V. Mosby Com- 
pany. Melbourne: Ww. Ramsay (Surgical) Ltd. 93” x 63%”, 
pp. 440, with many illustrations. Price: £8 5s. 


“Mental Retardation in i;. and Children”, by Abraham 
Levinson, M.D., and John A. Bigler, M.D.; 1960. Chicago: The 
Year Book Publishers Inc. Melbourne: W. Rasmay aman ) 
Ltd. 9” x 53”, pp. 308, with illustrations. Price: £4 8 


“Miscellaneous Notes”, by F. Parkes 
F.S.A.; eleventh series: 1961. London 
Ltd. 73” x 43”, pp. 8. Price: 2s. 6d. net Conglish). 


M.D., F.R.C.P., 
Lewis & Co. 
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THE VIRUS IN THE A=TIOLOGY OF CANCER. 


THe search for an infectious agent as the cause of 
cancer is almost as old as the discipline of microbiology 
itself. In France as early as 1903 Borrel proposed that 
an ultramicroscopic agent might be found in human 
epitheliomas. Failure to find such an agent diverted 
investigators to equally valuable fields of morphology, 
classification and attempts to characterize the specific 
nature of the malignant cell. The subject of possible 
microbial origin was left in abeyance save for the out- 
standing examples of infective carcinogenesis provided by 
the Rous sarcoma of the domestic fowl and the Shope 
papilloma of the wild rabbit. Interest in the infective 
origin of human cancer was revived by Gye and his 
colleagues in London in the late twenties and early thirties, 
but in the absence of convincing examples, the subject 
was again shelved and, because there was a feeling that 
many of its tenets were gratuitous, even fell into ill repute. 
In the last two or three years, however, the devotion of 
five international symposia and numerous papers to the 
subject attests the phenomenal revival of interest which 
has recently occurred. The five symposia are as follows: 
a symposium of the New York Academy of Sciences' in 
1957 on “Subcellular Particles in the Neoplastic Process”; 
a symposium on Fundamental Research in Cancer held in 
1957 with the title “Virus and Tumour Growth”; a session 
of the Society of Electron Microscopists of the United 
States in 1959 on “Cancer and Virus”; a major contribution 
from the American Cancer Society? in 1959 on “The 
Possible Role of Viruses in Cancer’; a symposium 
organized by the United States Public Health Service in 
1960 on “Phenomena of Tumour Virus”. 


Disciplines which have contributed to this reconsidera- 
tion of the problems are those of virology aided by electron 
Microscopy and of pure cancer research. In cancer 
research, transmission of a variety of laboratory rodent 
cancers has been achieved by filter-passing particles. Such 
particles Jook like viruses under electron microscopy, and 
certainly behave like them in respect of their requirement 
for most specific and fastidious environments for their 
Propagation and recovery. These environments were met 


tAnn. N.Y. Acad. Sci., 1957, 68: 245. 
2Cancer Res., 1960, 20: 669. 


experimentally first by prejudicing the antibody response 
of the host with radiation and cortisone but more recently 
by the use of suckling animals. By way of example, 
polyoma virus, recoverable from a variety of mouse and 
hamster strains, injected into day-old hamsters produces 
a crop of adenomas some six weeks later. Some of these 
adenomas become malignant. The same response does 
not result from inoculating older animals. In the mouse 
a mammary cancer was once the only member of a list 
which now contains numerous examples of cancers of 
hematopoietic tissues all of which are of viral origin. 
New suspects for such a list are being admitted monthly. 
The interpretation of the role of virus particles in these 
cancers is not simplified by Lieberman and Kaplan’s 
discovery that  ultra-filtrates from  radiation-induced 
lymphoid tumours in mice provoke a leukemic response. 


The contribution of microbiology concerns new ways 
of looking at virus effects at the cell level. Two groups 
of viruses are described, cytolytic viruses and moderate 
viruses, on the basis of cellular effects. The first group 
bring about death of the cell and its rupture, presumably 
by competition for the cell’s metabolic machinery. The 
second group bring about a much quieter and subtler form 
of parasitism, which affects particularly the cell nucleus. 
With the use of quantitative techniques on tissue cultures, 
it can be shown that some viruses, poliomyelitis and 
herpes, for example, cause a relatively enormous stimulus 
to the production of nucleic acid by the host cell. Not all 
this nucleic acid is incorporated into subsequent viral 
particles in the growth of the parasite, and the question 
arises as to its fate. More pertinently, the cell biologist is 
concerned with the properties now conferred on the para- 
sitized cell whose nucleus contains this excess. Viewed in 
this light the virus becomes a potential mutagenic agent 
just as surely as X rays or alkylating agents are 
mutagens from their ability to alter the cell nucleic acids. 


No such properties have been demonstrated for mam- 
malian viruses at present; perhaps this demonstration is 
limited only by technical considerations. The evidence 
for mutagenic effects of virus springs from phage infection 
of bacteria. In these simpler organisms, where gene effect 
is more easily measured in terms of enzyme action, Lwoff 
and others have shown that the presence of phage nucleic 
acid within the bacterial cell nucleus induces the bacteria 
to provide novel metabolic pathways. Some of these 
pathways subserve the production of new nucleic acid 
and protein for phage. 


There is nothing in the published work to suggest that 
these two viral actions—cytolysis and integration with 
the cell—are an exclusive property of one virus or another. 
On the contrary, it appears that either property may be 
exhibited by a particular virus, presumably dependent on 
a wide variety of as yet unknown factors resident in the 
virus or the cell it infects. A great amount of research 
effort is now devoted to the demonstration of virus in the 
integrated (or “provirus”) state in human cancerous and 
pre-cancerous conditions. The approach is concerned either 
with the demonstration of new metabolic pathways after 
the fashion of the phage-infected bacteria, or with labelling 
of foreign nucleic acids by specific antibodies and isotopes. 
Granted that a provirus state is established for the nucleus 
of the mammalian cell, the next problem posed is the 
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origin of enhanced and uncontrolled growth by the cell. 
A cell so involved may be considered to have at its 
disposal a number of different metabolic pathways in the 
form of either novel enzyme systems or different synthetic 
rates of old systems, or both. Amongst this biochemical 
repertoire there may be selected, with the passage of time, 
one or more mechanisms which enable the cell to grow 
in a less specialized and less controlled fashion. The 
introduction of the time factor may well provide for the 
long latent period: which many precancerous conditions 
are thought to undergo, e.g., in the cervix, larynx and 
lung. 

Finally, there is the question of the correlation of the 


viral thesis with present concepts of the origin of cancer. 
Since the early notions on chromosome alteration by 


Boveri and the ideas of the botanist Winge in the 1930's” 


on plant cancers, there has been increasing attention given 
to the thesis of the origin of cancer in some type of 
mutation amongst the normal somatic cell population. 
Dispute arises when the origin of the mutation under 
conditions of the normal working environment of the 
cell is discussed. Radiation, nitrogen mustard and the 
coal tar carcinogens, however profitable as research tools, 
are not likely causes of mutation under physiological 
conditions. Proponents of the somatic mutation hypothesis 
have thus fallen back on a spontaneous origin of the 
mutation. Whilst some spontaneous alteration to the geno- 
type of the cell over generations of cell division is to 
be expected, having regard to the complexity of the 
process, it does not appear unlikely that virus mutation, 
if it can be substantiated, is at least as common as the 
spontaneous variety, if not more so. The ubiquity of 
human viruses in the tissues, including the large numbers 
of specific organisms to which no disease has yet been 
assigned (the so-called orphan viruses), certainly directs 
attention towards a line of approach to one of the most 
intractable and one of the most humane problems in 
biology—the origin of human cancer. 


Comments and Abstracts. 


THE LAST ILLNESS OF LOUIS XV. 


THE death in 1715 of Louis XIV, le roi-soleil, placed upon 
the throne of France his great-grandson, Louis XV, a 
child of five. The country was governed by the Regent, 
the Duke of Orleans, until Louis attained his majority 
at the age of 13 years. His first minister was the incapable 
Duke of Bourbon, who in 1725 arranged his marriage to 
Maria Leszezynska, daughter of the exiled King of Poland, 
by whom he had seven children. In 1726 Fleury, the King’s 
tutor, displaced the Duke of Bourbon, and proceeded to 
govern the country with a rod of iron, but successfully 
and peacefully. Fleury died in 1743, and Louis decided 
to rule alone from then on. The results were not spec- 
tacularly good; he was weak and not specially intelligent, 
and was much engrossed with a series of mistresses. Their 
names have gone down in history with much more 
emphasis than that of their royal protector—Madame de 
Pompadour, for example, and Madame du Barry, who 
figure prominently in the story of the King’s illness and 
death as told by Robert Laulan.? 


Madame du Barry was the current favourite when, in 
the morning of April 27, 1774, the King complained of 


1 Presse méd., 1960, 68:2061 (November 26). 


headache, shivering and lassitude. The Court was at 
Trianon, and the King carried on with the hunt that 
had been arranged, but went in his carriage. He continued 
to feel uncomfortable, and returned in the late afternoon 
to shut himself up in the apartments of Madame du Barry, 
where he had several enemas. This treatment did not help 
him a great deal, and he spent an uncomfortable night, 
backache adding to his misery. From then on the King’s 
illness became mixed up with religious and _ political 
maneuvring between two rival factions; even the treat- 
ment he was to receive had to be considered from the 
point of view of its possible political repercussions. The 
King was persuaded by La Martiniére, his chief surgeon, 
to return to Versailles; this he did in his night attire, 
retiring to bed on his arrival. This departure was not 
to the liking of Madame du Barry, whose whole future 
depended on the King’s life and favour. Lemonnier, 
another of his medical attendants, asked for a council 
of doctors to help him. No one had any idea what the 
diagnosis was, so symptomatic treatment was given in 
accordance with the accepted practice of the times. Mean- 
while the King’s temperature continued to rise, and there 
was no longer any hope that he might be suffering from 
a passing indisposition. At 8 o’clock on the morning of 
April 29, Lemonnier and La Martiniére let it be known 
that they were going to bleed the King. Lassonne, 
physician to the Dauphine, Marie-Antoinette, assisted 
at Lemonnier’s request. At midday the medical reinforce- 
ments arrived, and after consultation they decided on a 
second cupping, and even on a third during the night 
or next day if the King’s headache had not ceased. The 
simple suggestion of a third cupping started a chain 
reaction of political flutter at Versailles, where the two 
rival factions (the supporters of the King’s mistress and 
those of the royal family) were enthusiastically intriguing 
around the sick-room. Madame du Barry’s group impressed 
on the doctors the bad effect a third cupping would have 
on the King; he would believe that he was seriously ill, 
and that would be highly dangerous in view of his weak- 
ness and his lack of courage. On the other hand, as it 
was one of the King’s principles not to agree to be bled 
a third time without having first attended to his religious 
duties, he would have to receive the sacraments, and that 
would require him to make his confession beforehand. 
This would mean his dismissal of Madame du Barry, his 
solemn promise to renounce her for all time and the fall 
of her creature, the Duke of Aiguillon. The King himself, 
with surprising good sense, complained that he did not 
want to be bled a third time; it would make his condition 
even lower. The King’s first valet, La Borde, took it upon 
himself to acquaint the doctors with the possible con- 
sequences of their proposed assault. Taking everything 
into consideration, they decided to avoid the third cupping, 
but to make the second very copious, so that it would do 
for both. This solution apparently delighted the du Barry 
faction. 


The King’s behaviour before and during this operation 
was childish and pusillanimous in the extreme. He per- 
sisted in asking each member of the medical panel to 
feel his pulse, and asked the same questions about his 
illness, its treatment and his condition from them all. 
This was quite an undertaking, since there were six 
physicians, five surgeons and three apothecaries grouped 
about his bed. It was then decided, after his tongue had 
with difficulty been inspected by all the doctors, that 
another enema should be given. Laulan’s description of 
the scene indicates that it must have ranked with the 
best of uninhibited comedy. The royal posterior was, 
after some difficulty, arranged over the edge of the bed 


in a suitable position, and the attacking party advanced. 


in order. The doctors formed in line round the side of 
the bed, leaving room for Forgeot, the chief apothecary, 
who arrived with his cannula in his hand, followed by 
his assistant respectfully carrying the rest of the syringe, 
and by one of the King’s gentlemen of the bedchamber 
acting as torch-bearer to illuminate the scene. This 
worthy, just as Forgeot was about to put the cannula in 
position, realized that the light was shining directly on 
the royal posterior. Thinking that His Majesty might be 
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upset by it, he seized a hat from under the arm of one 
of the doctors and held it as a screen between the light 
and the target. This eclipse caused the operator to miss 
his mark, to the great astonishment of the doctors, to 
the indignation of the apothecary’s assistant and to the 
suppressed amusement of the onlookers. 


Despite all the treatment, the King’s condition continued 
to deteriorate, and the doctors individually confided to 
members of the opposing factions their fears of a malig- 
nant fever. The royal family, concerned about the King’s 
increasing weakness and pain, had come back after supper 
to see him, and were preparing to stay in an adjoining 
room until nightfall when, the King having been moved 
from his great bed to a small one for greater ease in 
nursing him, the light fell on his face and the diagnosis 
was immediately obvious—smallpox. The news was opti- 
mistically told to the royal family; the disease was well 
known, the King was well prepared to meet it (he was 
believed to have had it in his youth) and all would be 
well. The Dauphin, the Dauphine and their family, who 
had never had the disease, and the Dukes of Provence 
and Artois were ordered to leave the royal appartment 
at once. The King’s daughters, although terrified, remained 
with him. The whole royal family was in danger, for the 
Bourbons, alone amongst the reigning houses of Europe, 
had not been inoculated. This was the more extraordinary 
since Louis XV had in 1764 made it compulsory for all 
the students at his military college to be inoculated. The 
question whether the King should or should not be told 
the nature of his complaint was notly debated. The funda- 
mental consideration was that of confession, which would 
bring about the dismissal of Madame du Barry. A com- 
promise was decided upon; they would not tell the King, 
but they would not deceive him if he guessed. He, seeing 
with surprise the increasing number of pocks on his skin, 
and having always been much interested in _ illness, 
remarked that if he had not had smallpox, he would 
think that he had it then. His condition continued to 
deteriorate, and he continued to complain. The blisters 
that had been ordered did not produce the expected effect, 
and Lemonnier, although saying that the disease was 
taking its normal course, in his heart of hearts did not 
believe it. In Paris, once the news had got about, everyone 
expected the King to die, and no one minded. All that 
interested the people was the question of the political 
changes that would be bound to follow his death. Even 
the faithful did not attend the public prayers that were 
ordered; the dissipation of his private life and the increase 
in taxes made necessary by the extravagance of his mis- 
tresses were on everybody’s lips. 


About the dying King the battle between the two factions 
had begun on the question of the sacraments. The Cardinal 
of La Roche-Aymon, Grand Chaplain of France, did not 
care to influence the King. He was an ambitious person, 
devoted to the ruling party. There was more hope in the 
Archbishop of Paris, Christopher of Beaumont, known 
to be rigidly incorruptible; he had come to Versailles in 
spite of being seriously affected. with gravel. A first 
interview, spoilt by the presence of witnesses, produced 
no result. The next day, the doctors refused the Arch- 
bishop permission to see the King. However, his condition 
had improved; the du Barry faction was on top. But on 
May 4, the fourth day of illness, the news was worse. 
During the night La Martiniére had taken it upon himself 
to tell the King of his condition, and the Archbishop had 
been received. The King had at once sent Madame du 
Barry away; she had gone to Rueil, ready to come back 
if events took a favourable turn. No longer did the people 
in the palace trouble to disguise their feelings; some 
wore openly smug expressions, others were obviously 
furious and hopeless. Yet even now the confession had 
not taken place. The Duke of Fronsac threatened to throw 
the Curate of Versailles out of the window if he mentioned 
confession to the King; the Curate retorted that he would 
come back again by the door, because it was his duty. The 
titular confessor was the Abbé Maudoux, who had never 
had to carry out his duty before. In the night of May 6-7 
the King called for him several times. He was taken into 
the royal chamber, where he remained exactly sixteen 


minutes. It was not known whether he imposed a public 
penance. It was learnt that Extreme Unction was to be 
administered with great pomp; but it was the Cardinal of 
La Roche-Aymon who undertook to tell the King that he 
was dying. 


That fact was obvious. The long period of weakness 
was followed by fever and delirium. The doctors still 
continued treatment, sometimes with contradictory 
remedies. One witness reported that what they made the 
patient swallow would have set fire to a furnace. Already 
others had fallen victim to the infection. In the death 
chamber the open windows could not dispel the dreadful 
smell. It was felt that the King’s agony was a little too 
long drawn out. The Dauphin had made preparations for 
departure for Choisy as soon as his grandfather should 
have died. Everything was to be ready a few minutes 
afterwards. The stable-hands had arranged a signal with 
the valets in the King’s room; a lighted candle in the 
window was to be extinguished as soon as the King had 
breathed his last. However, on May 10 the King was 
still conscious and responded to the prayers. Several 
times the candle at the window had been renewed; at 
half-past three it was extinguished. Because of the nature 
of his final illness, the King’s body was not opened, and 
his heart did not receive the special burial reserved for 
this royal organ from the time of Louis VIII. Had this 
been done, it would have been placed in the crypt of the 
chapel of the King’s own military college. The tradition 
broken on this occasion has never been restored. 


PRIMARY HYPERPARATHYROIDISM. 


THAT hyperparathyroidism is a diagnosis which is too 
seldom considered is the unanimous verdict of those who 
have studied the condition. Though the condition is rare, 
it is almost certainly much commoner than is usually 
realized. The prognosis is excellent if the condition is 
diagnosed reasonably early, but if the diagnosis is missed 
the results may be disastrous. In a recent paper by W. C. 
Mieher, junior, Y. Thibaudeau and B. Frame the authors 
state that in spite of numerous articles on the subject, 
the diagnosis of hyperparathyroidism continues to be 
frequently overlooked. They outline an _ all-inclusive 
diagnostic approach to hyperparathyoidism in the light 
of their experience at the Henry Ford Hospital, Detroit, 
and of the experience of others as reported in the litera- 
ture. Between 1939 and 1959, 21 proved cases of hyper- 
parathyroidism were seen at this hospital, the frequency 
of diagnosis being directly proportional to the degree of 
awareness and interest in the physician involved. 
Coinciding with a period of expanding interest in the 
search for the disease, the number of cases diagnosed 
increased from less than one per year to five in six months. 
All the patients in the Henry Ford Hospital series under- 
went operation, and 20 were found to have parathyroid 
adenomas; the remaining patient had primary hyperplasia. 
There were 16 women and five men, ranging in age from 
14 to 69 years. Hyperparathyroidism is more common in 
the female and is rarely found in childhood. Mieher and 
his colleagues consider that the key to more frequent 
diagnosis of the disease involves the screening by serum 
calcium and phosphorus determinations of patients with 
the following conditions: (i) urinary calculi or renal 
calcinosis; (ii) recurrent or chronic urinary tract 
infections, unexplained hematuria and azotemia; (iii) 
demineralizing or osteolytic skeletal disease; (iv) symp- 
toms of peptic ulcer, with or without X-ray evidence of 
ulcer; (v) pancreatitis and/or X-ray evidence of pancreatic 
calcinosis; (vi) recurrent or persistent vomiting of 
unexplained cause; (vii) sustained hypertension, especi- 
ally with renal damage; (viii) unexplained behavioural 
changes in previously well-adjusted persons; (ix) unex- 
plained polydipsia and polyuria; (x) previous operation 
for parathyroid adenoma; (xi) symptoms of islet-cell 
adenoma or pituitary adenoma; (xii) a family history 


1Arch. intern. Med., 1961, 107:361 (March). 
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of hyperparathyroidism. Urolithiasis, skeletal changes 
and peptic ulcer should be considered major criteria, and 
the presence of any one of these is sufficient reason for 
a strong suspicion of hyperparathyroidism. The remaining 
manifestations listed might be considered as minor 
criteria, and it is suggested that any two or three of them 
in combination should warrant investigation for hyper- 
parathyroidism. 

Mieher and his colleagues realize that many normal 
serum calcium and phosphorus reports will result from 
such an approach. However, in no other way will we 
learn the true incidence and nature of this still little 
understood and frequently misdiagnosed disease. With 
increasing awareness and appreciation of the many 
unusual, sometimes obscure, presenting manifestations, 
the place of serendipity in the diagnosis will become less 
important. Mieher and his colleagues consider that such 
an approach is certainly as justifiable as “the present 
almost-routine ordering of the lupus erythematosus test” 
in cases of obscure illness. They state that hyperpara- 
thyroidism is essentially a disease of stones, bones, 
abdominal groans and psychic moans. 


THE TREATMENT OF HYPERTHYROIDISM. 


Wutte many factors in the causation of hyperthyroidism 
are still obscure, great changes have taken place in the 
treatment of the condition during the past 15 years. 
S. P. Jasper Professor of Medicine in the Johns Hopkins 
University School of Medicine, discusses these changes in 
a recent paper, with particular reference to three major 
methods of therapy, the antithyroid drugs, subtotal 
thyroidectomy and radioactive iodine. He points out the 
advantages and disadvantages of each method, and sets 
forth what he considers to be a rational approach to the 
selection of the most effective treatment. Subtotal 
thyroidectomy and radioactive iodine administration have 
the same objective, which is to reduce the amount of 
hyperfunctioning thyroid tissue, so that the thyroid which 
remains is insufficient in quantity to produce excess 
hormone. The immediate objective of the antithyroid 
drugs, of which there are several, is to reduce the output 
of hormone; the long-term objective is directed toward 
the production of a permanent remission of the disease 
or the control of the disease by continued administration 
of the drug indefinitely. In young people with diffuse 
goitre of small or moderate size there is much to be said 
for a trial of long-term therapy with antithyroid drugs. 
However, a long-lasting remission is obtained in only 
one-half of all patients so treated. The elderly patient is 
best treated with radioactive iodine; if thyrotoxicosis is 
brisk, pre-treatment with antithyroid drugs for three 
months is essential in order to minimize the likelihood of 
an exacerbation of hyperthyroidism from radiation destruc- 
tion of the gland. In these patients radioactive iodine is 
highly effective, it does not involve the risks attendant 
upon an operation, it can be administered on an out-patient 
basis in most cases, and it is relatively inexpensive. Other 
patients, of all ages, who have a serious complicating 
illness, are also suitable for treatment with radioactive 
iodine. However, radioactive iodine should not be used 
in pregnant patients with thyrotoxicosis because of the 
risk of damage to the fetal thyroid. Such patients are 
best treated with antithyroid drugs, with the added pre- 
caution of reduction of dosage and the concomitant 
administration of thyroid in the last trimester. Jasper 
considers that surgery should be reserved for those 
patients with large goitres or adenomatous goitres, in 
whom a reduction in size of the gland is unlikely to 
occur with long-term drug therapy, or in whom large 
and possibly excessive quantities of radioactive iodine 
would be required to ablate the gland. Surgery is also 
advisable for those patients who live too far away to be 
followed adequately while on long-term drug therapy. The 
patient should be rendered euthyroid prior to operation 
by the use of an antithyroid drug which is continued up 


1 Arch. intern. Med., 1960, 106: 878 (December). 


till the time of operation, and over the two or three 
weeks prior to operation iodine should be given orally 
to assist the involution of the gland, thus rendering it 
less vascular, firmer and easier to handle at operation, 
The role of iodine in the treatment of hyperthyroidism 
should be limited to its pre-operative use. It should not 
be given prior to drug therapy or prior to radioactive 
iodine therapy. In conclusion, Jasper mentions that each 
of the three methods of treatment discussed is employed 
at Johns Hopkins, and that the number of patients in 
each group is about the same. This is not done to appease 
the advocates of each form of treatment, but because 
different methods are appropriate to different patients. 


SHORTER ABSTRACTS. 


SURGERY. 


A TRANSISTORIZED SELF-CONTAINED IMPLANTABLE PACEMAKER 
FOR THE LONG-TERM CORRECTION OF COMPLETE HEeEarT 
Biock. W. M. Chardack et alii, Surgery, October, 1960. 


ELECTRICAL PACING of the heart beat has been effective in 
the management of atrio-ventricular block complicating the 
surgical repair of septal defects, and a further indication 
for the use of a pacemaker is the occurrence of frequent 
Stokes-Adams seizures in patients in whom the _ block, 
usually the result of coronary occlusion, cannot be controlled 
by drugs. As this electrical stimulation must be on a 
permanent basis, an external device linked to the myo- 
cardium by a wire traversing the skin represents a hazard, 
especially that of infection. One of the authors has designed 
a transistorized pacemaker which, including batteries, can 
be implanted subcutaneously. The operation as described 
by the authors is carried out in two stages, the first being 
the implantation of a bipolar patch onto the right ventricular 
myocardium using an approach through the bed of the 
fifth left costal cartilage. The elecrode wires are brought 
out through the chest wall and the heart beat is paced with 
an external device. Rate and amplitude of the heart can 
then be controlled for a period of six weeks. The implantable 
pacemaker is then substituted for the external one and 
implanted subcutaneously. The use of this device in three 
patients with heart block is described; in each case it has 
been successful over a period of approximately six months. 
Five other patients have had their first stage operation 
performed. The authors state that these pacemakers will 
last many years. A rising pulse rate heralds failure of the 
pacemaker, but it can be readily changed without disturbing 
the heart electrode. 


CLosep RenaL INJury. L. J. Opit et alii, Brit. J. Surg, 


November, 1960. 


TuHE authors discuss the treatment of closed renal injury 
in the light of experience at the Royal Adelaide Hospital. 
They point out that two distinctly opposed trends in surgical 
management exist, British practice favouring conservative 
management, except for the occasional patient with marked 
uncontrollable hemorrhage and shock, while many American 
surgeons favour an aggressive policy of early surgical inter- 
vention. The authors state that the basic questions which 
require to be answered concern the frequency of complica- 
tions developing in the acute stage of injury, the frequency 
of sequele which necessitate further surgery or interfere 
with the patients’ health or activity, and arising out of 
these two points, the question as to how refined the 
urological diagnosis should be in the assessment of damage. 
The material examined comprised 77 patients admitted to 
hospital with a diagnosis of closed renal injury between 
July, 1952, and June, 1958. It is pointed out that,‘in most 
papers on the subject, renal injuries are classified according 
to the amount of physical destruction, but that this implies 
a pyelographic or operative assessment. Routine pyelo- 
graphic examination was not possible in the Adelaide series 
and may not be desirable. The authors therefore classify 
their cases according to the duration of bleeding and other 
clinical signs. Seventy-two of these patients were treated 
without recourse to surgery, and there were no deaths and 
no serious morbidity among these patients during their 
hespital stay. In five cases surgical exploration was under- 
taken, and in three nephrectomy was performed; in only 
one case was this procedure an emergency operation. 
Follow-up studies were performed on 34 patients, and all 
had good renal function as assessed by pyelography, 
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although in five cases abnormalities were evident in the 
pyelograms. One patient had developed hypertension since 
his injury. The authors conclude by stating that, though 
it is statistically incomplete, they consider that their review 
supports the place of conservatism in the management of 
closed renal injury. 


COLLATERAL ARTERIAL CIRCULATION IN THE Lecs. S. E. Conley 
and W. F. Kennepy, Arch. Surg., September, 1960. 


THE authors state that much of our knowledge of 
collateral circulation has been derived from anatomical dis- 
sections, but that arteriography provides a dynamic method 
of investigating the collateral patterns in life. They present 
a study of collateral arterial circulation in the lower 
extremities by means of 100 full leg-length arteriograms, 
augmented by serial arteriograms of the iliac and pelvic 
arteries, visualized by contralateral femoral arterial injection. 
They conclude that the pelvic arterial plexus forms a 
bilateral inosculation, and a pool which can serve either 
or both lower limbs when the iliac and/or femoral arteries 
become thrombosed as a result of arteriosclerosis. As a 
consequence, pelvic operations in patients with occlusive 
disease of the iliac femoral arteries must be considered with 
hesitancy, as examples of deterioration of the lower limb 
have been seen after such operations, especially the more 
radical pelvic exenterations. 


ACHALASIA OF THE CEsopHacus. W. S. Payne et alii, 
Surg., September, 1960. 


Arch. 


Writinc from the Mayo Clinic, the authors review the 
results of wsophagomyotomy (a modified Heller procedure) 
in 108 patients with esophageal achalasia who ‘were 
operated on prior to January, 1960; most operations were 
performed by the thoracic route. Mortality was nil and 
morbidity little. As a result of a follow-up on 96 of these 
patients, from six months to over 10 years after operation, 
it was found that this procedure gave sustained symptomatic 
improvement in over 90% of patients, with excelleat results 
in about 80%. In addition, there was a low incidence of 
esophageal reflux. Consequently, the authors consider that 
the continued use of the modified Heller procedure, as 
described by them, is thoroughly justified, and that it is 
not necessary to employ a more extensive resection or 
gastric drainage procedures. 


LimMB SALVAGE IN OccLUsIvVE ARTERIAL DISEASE OF THE LOWER 
EXTREMITIES. O. H. Trippel et alii, Arch. Surg., Sep- 
tember, 1960. 


THE authors present a study of a group of 25 lower limbs 
in 21 patients which appeared unsuited for by-pass recon- 
structive surgery- because of the extent of occlusive arterial 
disease. Thirteen of these limbs showed signs ordinarily 
indicating the imminent need for amputation; 12 others 
were functionally incapacitated. As a result of the exten- 
sive endarterectomy procedures described by the authors, 
six limbs in the first category were saved from what 
appeared to be certain amputation. In addition, these 
patients remained symptom-free for periods of three to 
16 months. In the second category, 10 of 12 functionally 


decompensated extremities were improved by this procedure. 


The authors describe’ this 
endarterectomy”. 


procedure_as “desperation 


Simple Non-Speciric ULCERS OF THE SIGMOID Coton. L. N. 
Yates and E. G. Clavsen, Arch. Surg., October, 1960. 


THE authors review the 18 reported cases of simple non- 
specific ulcers of the sigmoid colon and add a case of their 
own in a 16-year-old girl. They state that constipation and 
rectal hemorrhage are the commonest symptoms. Perfora- 
tion is common in this disease. The recommended treatment 
is segmental resection of the colon. 


THE RISKS OF EMERGENCY SURGERY FOR ACUTE CHOLECYSTITIS. 
H. K. Wright and W. D. Holden, Arch. Surg., September, 
1960. 


Durinc a period of eight years, 123 patients with acute 
cholecystitis underwent emergency gall-bladder surgery at 
the University Hospitals of Cleveland. These emergency 
operations accounted for approximately one-third of all 
surgery performed for acute cholecystitis at this hospital 
during that period. The risk of emergency surgery was low 
in patients who had been ill for less than four days before 
operation, but rose sharply once this time period was 


exceeded. The authors consider that the risks of emergency 
surgery on patients ill for four or more days prior to 
operation so outweigh any potential advantages that it is 
contraindicated. 


RUPTURE OF DIAPHRAGM AFTER REPAIR OF HIATAL HERNIA. W. R. 
Coppinger, A.M.A. Arch. Surg., June, 1960. 


THE author discusses rupture of the diaphragmatic 
counter-incision after thoracic repair of hiatal hernia. He 
reviews eight cases of such disruption and adds two 
further cases of his own. He points out the difficulty in 
recognizing the condition, and also its dangers. He states 
that post-operative disruption of diaphragmatic counter- 
incision and other possible complications support the argu- 
ment for utilization of the abdominal approach in the repair 
of hiatal hernia. He points out that the abdominal repair 
enables the surgeon to deal with any other lesion inside 
the abdomen. 


MALIGNANT THYROID ADENOMA. 
Surg., July, 1960 


J. W. Welch et alii, Arch. 


A SERIPS of 156 cases of malignant thyroid adenoma is 
reported. The adenomas were found in 3024 operations for 
thyroidectomy. Conservative surgery was employed; the 
over-all twenty-year survival rate was approximately 90% 
and the mortality rate 1-2%. 


MeErastTaTIC CARCINOMA IN THE LIVER SIMULATING THE ACUTE 
SwurRGIcAL ABDOMEN. R. E. May et alii, Arch. Surg., 
October, 1960. 


THE authors report three cases of intra-abdominal car- 
cinoma with metastases to the liver; all the patients 
had fever, right upper quadrant pain and _ leucocytosis. 
As a consequence emergency laparotomy was performed 
in each instance, but the only finding was metastatic 
carcinoma in the liver. 


LocaTION OF SITE OF UPPER GASTROINTESTINAL TRACT HA®MOR- 
RHAGE BY THE FLUORESCEIN STRING Test. W. F. Haynes 
et alii, Surgery, November, 1960. 


THE authors describe in detail the technique and results 
of the fluorescein string test in the localization of hzmor- 
rhage from the upper part of the gastro-intestinal tract. 
They have used this test over a period of 16 months on 
83 patients, and consider not only that it permits rapid 
and precise location of the bleeding site, but that it can 
show whether or not active bleeding is occurring in the 
upper part of the gastro-intestinal tract at the ‘me the 
test is performed. 


INTRARENAL ARTERIO-VENOUS FISTULA. J. T. Grace et alti, 
Arch. Surg., November, 1960. 


Tue authors report the thirteenth case of intrarenal 
arterio-venous fistula found in the literature. They consider 
that the arterial hypertension present in this patient was 
related to a “Goldblatt effect” of the renal tissue distal to 
the arterial shunt. Nephrectomy caused relief of the 
disabling cardio-vascular disease and was followed by a 
return of the blood pressure to normal, 


FaTaL SEPTIC THROMBOPHLEBITIS DUE TO CANDIDA ALBICANS 
AFTER PROLONGED ANTIBIOTIC THERAPY. M. C. Connett, 
Arch. Surg., November, 1960. 


THE case is reported of a patient, the subject of severe 
automobile trauma, who developed monilial phlebitis of the 
ilio-femoral vein and died in the ninth week after admis- 
sion to hospital. The author emphasizes the roles of 
antibiotics and intravenous polyethylene tubes in the 
etiology of this condition. 


LYMPHANGIOMA OF THB ToONGUB. H. M. Morfit, Arch. Surg.. 
November, 1960. 


THE author reviews eight patients with lymphangioma 
of the tongue who have been followed up for from one to 
14 years after treatment. He points out that although only 
the very localized lesions can be totally extirpated, even 
partial surgical excision is justifiable, as it prevents the 
sheer bulk of the tongue causing deformity of the jaws 
and teeth of the growing child. The operation is designed 
to reduce the tongue to normal size so that it does not 
press on adjacent structures. After the patient attains 
full growth at the end of adolescence the lymphangioma 
shows no further increase in size 
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British Wedical Association. 


MEETING OF THE FEDERAL COUNCIL. 


A MEETING of the Federal Council of the British Medical 
Assocaition in Australia was held at the Medical Society 
Hall, 426 Albert Street, East Melbourne, on June 9 and 10, 
1961. The President, Dr. H. C. Cotvitte, was in the chair. 


REPRESENTATIVES. 
The following representatives of the Branches were 
present: 
New South Wales: Dr. W. F. Simmons, Dr. A. J. Murray, 
Dr. R. H. Macdonald, Dr. T. Y. Nelson (proxy for Dr. E. F. 
Thomson). 


Queensland: Dr. R. A. M. Miller, Dr. Charles Roe. 
South Australia: Dr. L. R. Mallen, Dr. C. O. F. Rieger. 
Tasmania: Dr. L. N. Gollan, Dr. F. R. Fay. 


Victoria: Dr. H. C. Colville, Dr. J. G. Johnson, Dr. T. G. 


Swinburne. 
Western Australia: Dr. C. W. Anderson, Dr. D. M. Clement. 


AUSTRALIAN MEDICAL ASSOCIATION. 


The President referred to the fact that the meeting had 
been called primarily to consider the final draft of the 
Memorandum and Articles of Association of the Australian 
Medical Association. This had been submitted to the 
Branches for their comments, and various amendments had 
been suggested. Most of these were of a minor character, 
and could be considered when the draft was gone through 
systematically. However, an important amendment had been 
suggested by the Queensland Branch relating to the deletion 
from the draft of the provisions for a Federal Assembly, 
prec nec thought that this matter should perhaps be cleared 
up first. 


The communication that was before the meeting from 
the Queensland Branch stated inter alia that it was still 
firmly opposed to the proposed Federal Assembly for the 
reasons previously given, namely, that it would be cumber- 
some, and would create administrative difficulties; it would 
be costly and would be undemocratic in that certain groups 
of members would have more than one vote in the affairs 
of the Association. Furthermore, now that the Royal 
Colleges had clearly indicated that they were unable or 
unwilling to affiliate with the Australian Medical Association, 
the whole basis on which the Assembly was originally 
proposed no longer existed. The Branch recommended: 


(a) That all references to the Federal Assembly be 
deleted from the Memorandum and Articles of Associa- 
tion of the Australian Medical Association. 


Alternatively, if a majority of the membership was in 
favour of a Federal Assembly, it was considered that that 
Body should have advisory powers only and that repre- 
sentation on it of any Affiliated Organization should be 
limited to two representatives, as had been approved at 
the Convention in Sydney. Among further recommenda- 
tions were the following: 


(b) Article 29 to be amended to read “Subject to the 
provisions of any statute the Federal Assembly shall 
consider and make recommendations on the policy and 
affairs of the Association to the Federal Council. The 
general control and direction of the policy and affairs 
of the Association shall be vested in the Federal 
Council. 

That a referendum should be held to determine the 
views of the whole membership of the Association in 
Australia on (a) and (b) above. 

It was appreciated that Article 39, relating to the constitu- 
tion of the Federal Council, would need to be amended to 
provide for the fair proportional representation of Branches 
and possibly the inclusion of a representative from each 
of the proposed standing committees for specialists, general 
practitioners and salaried medical officers. If deletion of 
the proposed Federal Assembly was approved, or if it was 
agreed that that body should have advisory powers only, 
it was considered that the steering committee should be 
asked to redraft Article 39. The Branch considered that 
the general control and direction of the affairs of the 
Association should be vested in the Federal Council. 


The official communication from the Western Australian 
Branch on the matter stated that a meeting of Convocation 


~ 


(e 


at which were represented all sections of the profession in 
Western Australia, had adopted the following resolution: 


Because the planning of the new Association is 
insufficiently advanced, Convocation is of the opinion 
that from the Western Australian point of view the 
issues are so important and so involved that they 
warrant more mature consideration and that it is 
impossible to arrive at a wise decision by May 15, 1961. 


The resolution of Convocation was considered by | the 
Executive of the Branch, which reaffirmed the previous 
decision of the Branch that the time was opportune for the 
formation of an Australian Medical Association and that 
the Western Australian Branch must form a part of the 
Association. The Executive went on to say that, as would 
be seen from the resolution of Convocation, the unanimous 
opinion was that further consideration should be given to 
the method of operation of the new Association before final 
decisions as to the Memorandum and Articles were taken. 
The Branch had never been in favour of the formation of 
a Federal Assembly as a body to determine the policy of the 
medical profession in Australia. It was prepared to accept 
a Federal Assembly if it could fulfil the function for which 
it was primarily designed—that was to be a method of 
unifying the medical profession in dealing with outside 
organizations. Now that the Royal Colleges and other 
bodies had indicated that they were not in a position to 
accept membership of the Federal Assembly, it was felt 
that the main reason for its formation had disappeared. The 
Branch considered it essential that before the new Associa- 
tion was formed, a method acceptable to the Royal Colleges 
and the other medical associations must be devised, whereby 
those bodies might have an adequate and satisfactory voice 
in future negotiations with the Commonwealth Government 
and other organizations. It was realized that consideration 
had been given to the establishment of committees of the 
Federal Council to achieve that purpose, but until bylaws 
acceptable to all concerned were formed, the Branch must 
suspend its judgement. It was felt that, by so doing, it 
would underline the importance and the urgency of solving 
the proglem before anything further was done regarding 
the establishment of the new Association. 


Dr. A. J. Murray, as chairman of the steering committee, 
moved formally that the Memorandum and Articles of 
Association of the Australian Medical Association be adopted, 
This was seconded by Dr. W. F. Simmons. 


The Queensland representatives, Dr. Charles Roe and 
Dr. R. A. M. Miller, then brought forward as an amendment 
the proposal of the Queensland Branch that all references 
to the Federal Assembly be deleted from the Memorandum 
and Articles of Association of the Australian Medical 
Association. In support of the amendment they stated that 
the Federal Assembly as proposed would be cumbersome 
and costly and would provide administrative difficulties. It 
was undemocratic, as certain groups would have more than 
one vote in the affairs of the Association; and since the 
Royal Colleges had expressed their intention not to become 
affiliated with the new Association, the basis for the 
Federal Assembly no longer existed. Since the Assembly 
was intended to be the policy-making body of the Associa- 
tion, it would have to meet to determine every change of 
policy, and this, in view of its size, would present considerable 
difficulties. In response to a question about certain groups 
having more than one vote in the affairs of the Association, 
Dr. Roe explained that this referred to the fact that 
members of affiliated bodies who were also members of the 
Australian Medical Association would have double repre- 
sentation on the assembly. It was not intended that this 
double representation should be transferred to the Federal 
Council, if there were no Federal Assembly, but that the 
Colleges and other specialist bodies should have represen- 
tation on some types of standing committees. 


The General Secretary pointed out that the original 
purpose of having a Federal Assembly was to provide a 
parliament of the Association with adequate representation 
of all the Branches. The inclusion in it of the Royal 
Colleges and other such bodies was decidedly not the basis 
of the formation of the assembly. The Royal Colleges had 
said that they were unable to become an integral part of 
the Australian Medical Association for good reasons, but 
they were not precluded from coming on committees. The 
nature of such committees had yet to be decided. 


Dr. A. J. Murray emphasized that, although the Colleges 
said that they could not affiliate, they were not isolationist 
and wished to cooperate in any way possible. A considerable 
number of other specialist bodies had said that they would 
seek affiliation. He also said that the New South Wales 
Branch had been willing to give up any idea of proportional 


not | 
plura 
senta 
not 
pendi 
Assoc 
might 
propo 
Assen 
be de 
that 
Feder 
of pr 
new 
oppos: 
decisi 
Dr. 
in We 
those 


sugges 


defeate 
Weste 


The 
amend 
views « 
propos: 


rep! 
the 
rep! 
Thi: 
or 
Cou 
polis 
to 
ther 
deci 
deal 
Dr. 
poli 
Mur 
not 
Brat 
poss 
with 
Di 
coun 
dete) 
Dr 
seas 
to tl 
this 
and 
mist. 
tions 
such 
Th 
had 
said 
but 
had 
the « 
woul 
cost | 
mem 
4s. 6 
frequ 
He t 
streng 
not sé 
The 
the o 
Branc 
Dr. 
the r 
thoug! 
argum 
advan 
Branc 
anothe 
have 1 
becaus 
by the 
had re 
The 


Jury 8, 1961 


representeition oon the Kederal Council se long such 
representation was maintained on a Kederal Assembly. if 
the Federal Assembly was abolished, then proportional 
representation would be expected on the Federal Council. 
This would mean that if Tasmania was allowed a minimum 
of two members, the total membership of the Federal 
Council would be over fifty. On the question of determining 
policy he pointed out that at present matters of policy had 
to be referred to the Branches by correspondence, and 
there was sometimes considerable delay in reaching a 
decision. The Federak Assembly would be in a position to 
deal with the matter probably with less delay and less 
difficulty than at present. In answer to a question from 
Dr. T. G. Swinburne about the making of a decision on 
policy in between meetings of the Federal Assembly, Dr. 
Murray said that he saw no reason why a decision could 
not be made by consideration of the views of all the 
Branches by the Federal Council, or perhaps it would be 
possible to call a special meeting of the Federal Assembly 
with proxies to reduce the numbers. 


Dr. L. R. Mallen pointed out that experience in other 
countries where they had assemblies was that meetings to 
determine policy were not frequently needed. 


Dr. R. H. Macdonald referred to the fact that most over- 
seas associations had some form of parliament equivalent 
to the proposed Federal Assembly. It had been stated that 
this was no argument for having such a body in Australia 
and that there was no point in following other people’s 
mistakes. However, there was no indication that associa- 
tions overseas considered that it was a mistake to have 
such a body. 

The President commented on the various arguments that 
had been put forward against a Federal Assembly. He 
said that it was stated that the Assembly was cumbersome, 
but a body even larger than the proposed Federal Assembly 
had been brought together at the convention in Sydney at 
the end of 1960 with great success. It was stated that it 
would be expensive, but calculations indicated that the 
cost of a meeting of the Federal Assembly to each individual 
member of the Australian Medical Association would be 
4s. 6d. The question of whether it would need to meet 
frequently depended on the question of what was policy. 
He thought that as a rule annual meetings would be quite 
sufficient to deal with all real matters of policy. He could 
not quite see the point about plurality of voting: the 
plurality would occur in the preliminary election of repre- 
sentatives. On the question of affiliation an invitation had 
not yet been extended to the various specialist bodies, 
pending the completion of the firm organization of the new 
Association, and he was still hopeful that some agreement 
might be reached with the Royal Colleges. Referring to 
proportional representation he said that if the Federal 
Assembly was abolished, proportional representation would 
be demanded on the Federal Council. It was doubtful if 
that was practicable, so that to abandon the idea of a 
Federal Assembly might be to abandon all practical hope 
of proportional representation in the management of the 
new Association. He appealed to the States which were 
opposed to the idea of a Federal Assembly to abide by the 
decision of the majority. 


Dr. C. W. Anderson said that members of the profession 
in Western Australia tended to see things differently from 
those in the eastern States. They considered that the 
strength of the Association was in its Branches and could 
not see the need for a Federal Assembly. 


The General Secretary pointed out that the intention in 
the organization of the new Association was that the 
Branches would remain completely autonomous. 


Dr. J. G. Johnson said that Dr. Anderson’s statement that 
the members of the profession in Western Australia 
thought differently from those in the east was the best 
argument for a Federal Assembly that had yet been 
advanced. It indicated the importance of members from all 
Branches getting together and learning to understand one 
another, as had indeed happened at the convention. He 
suggested that any fear that the smaller Branches might 
have that they would be swamped on the Federal Council 
because of proportional representation was compensated for 
by the fact that on the Federal Council the smaller Branches 
had representation equal to that of the larger Branches. 


The Queenslund amendment was put to the vote and 
defeated, being supported by only the Queensland and 
Western Australian representatives. 

The Queensland representatives then moved as a further 
amendment that a referendum be taken to determine the 
views of the whole membership of Australia on the following 
proposals made by the Branch: 
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(a) That all references to the Kederal Assembly be 
deleted from the Memorandum and Articles of Associa- 
tion of the Australian Medical Association; (b) that 
article 29 should be amended to read: “Subject to the 
provisions of any statute the Federal Assembly shall 
consider and make recommendations on the policy and 
affairs of the Association to the Federal Council. The 
general control and direction of the policy and affairs of 
the Association shall be vested in the Federal Council.” 


This amendment was also lost. 


The Federal Council then returned to the original motion 
moved by Dr, Murray and proceeded to examine the draft 
Memorandum and Articles of Association seriatim. Various 
amendments were made in accordance with suggestions of 
the various Branches or of the steering committee. 


After discussion of Clause 53, which is concerned with 
indemnity, the Federal Council directed the steering com- 
mittee to obtain legal opinion on the question of indemnity 
of members of Council in respect of actions brought against 
them irrespective of whether judgement was given in 
their favour or otherwise, and authorized the steering 
committee to make amendments to Clause 53 if necessary. 


Consideration of Clause 54 (Bylaws) led to the suggestion 
that if any matters at present in the Articles could be 
incorporated in the Bylaws instead, it was preferable that 
that should be done. It was decided to seek legal opinion 
about the possibility and wisdom of doing this. 


The draft was then approved and adopted. 


It was resolved that the Executive Officers be authorized 
to take the necessary action to have the Memorandum and 
Articles, amended or not according to the advice of Council's 
legal adviser in respect of Articles 53 and 54, submitted to 
the Attorney-General for approval. 


It was further resolved that the British Medical Associa- 
tion be immediately informed by a letter from the President 
of the final approval by the Federal Council of the Constitu- 
tion of the Australian Medical Association and be asked 
to initiate the necessary machinery for affiliation of the 
Australian Medical Association with the British Medical 
Association. 


The last resolution in the matter was that the Federal 
Council’s legal adviser be requested to take the necessary 
action to wind up the Federal Council of the’ British 
Medical Association in Australia as a Company as at 
December 31, 1961. 


Annual Subscription. 


The Honorary Treasurer, Dr. W. F. Simmons, brought 
forward proposals relating to the annual subscription for 
incorporation into the bylaws. After discussion it was 
decided to defer consideration of this to the next meeting 
of the Federal Council pending submission by the Honorary 
Treasurer of a statement showing the estimated expenditure 
of the Association for 1962. 


Inaugural Meeting. 


It was decided that the inaugural meeting of the 
Australian Medical Association should take place in Adelaide 
on Saturday, May 19, 1962, immediately preceding the first 
session of the Australian Medical Congress. 


Steering Committee. 


Members of the Federal Council expressed appreciation 
of the work of the steering committee in preparing the 
Constitution of the Australian Medical Association, which 
had involved much time and thought. Federal Council 
resolved to place on record its appreciation of this task. 


Interim Federal Council and Office Bearers. 


At its meeting on March 17, 1961, the Federal Council 
decided to recommend to the Branches that the present 
Federal Council and office bearers be interim Federal 
Council and office bearers of the Australian Medical Associa- 
tion until such time as the new council and office bearers 
could be elected in accordance with the constitution of the 
Australian Medical Association, and that the office of 
chairman of the Federal Assembly be filled on the interim 
council by Dr. L. R. Mallen. It was reported that all the 
Branches had agreed to this proposal, apart from Western 
Australia, which had offered no comment. 


Affiliated and Associated Organizations. 


Reference was made to a number of inquiries that had 
been received from varied sections of the profession with 
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regard to their relation to the new Association. It was 
pointed out that, apart from the provisions in the Memoran- 
dum and Articles of Association, details of this relation 
would now need to be worked out. 


PENSIONER MEDICAL SERVICE. 


At its meeting on March 17, 1961, the Federal Council had 
resolved that the fees payable to medical practitioners for 
services rendered under the Pensioner Medical Service 
should be increased as follows: surgery consultation from 
11s. to 13s.; domiciliary visits from 13s. to 15s. The General 
Secretary reported that it had been referred to the Minister 
for Health, but no decision had yet been made. 


PRopoOspD COMMONWEALTH MEDICAL ASSOCIATION. 


The General Secretary referred to a letter that he had 
received from Dr. D. P. Stevenson, Honorary Secretary/ 
Treasurer of the British Commonwealth Medical Conference, 
asking whether Federal Council was prepared to accept the 
invitation of the Sixth British Commonwealth Medical 
Conference to become a _ sponsoring body of the pro- 
posed new Commonwealth Medical Association. He 
reported that all Branches had approved this suggestion, 
with the exception of South Australia, which wanted more 
information. After discussion the Federal Council decided 
to accept the invitation. 


REPATRIATION DEPARTMENT. 
Rates of Payment to Local Medical Officers. 


At its meeting in March, 1961, the Federal Council 
appointed a committee consisting of the President, Dr. H. C. 
Colville, and Dr. J. G. Johnson to wait upon the chairman 
of the Repatriation Commission with reference to the 
establishment of a new agreement covering conditions of 
service of local medical officers. The committee were 
requested to seek an increase in fees payable to local 
medical officers on the following basis: surgery consultation 
from 13s. to 15s.; domiciliary visits from 15s. to 17s. 6d. 
The committee met the Chairman of the Repatriation Com- 
mission and the Principal Medical Officer of the Commission 
on May 23, 1961, and were informed that the matter was 
out of the hands of the officers of the Commission and 
was being dealt with by the Treasury in conjunction with 
similar submissions concerning the Pensioner Medical 
Service. This position was subsequently confirmed in a 
letter from the Chairman of the Repatriation Commission. 


After further discussion the Federal Council decided to 
appoint a deputation to seek an audience with the Prime 
Minister through the appropriate Ministers to discuss the 
proposals relating both to the Pensioner Medical Service 
and to the conditions of service of local medical officers of 
the Repatriation Department. 


Ophthalmological Services for Service Pensioners. 


The General Secretary referred to letters that had been 
received from the Ophthalmological Society of Australia 
(B.M.A.) and from the South Australian Branch complaining 
against the increase in the number of service pensioners 
now being referred to optometrists in South Australia for 
refraction. It was reported that, in reply to correspondence 
from the President, the Chairman of the Repatriation Com- 
mission had advised that some delays had been experienced 
in South Australia in obtaining appointments with ophthal- 
mologists, resulting in the referral of some patients to 
optometrists, and had recommended that the South Aus- 
tralian section of the Ophthalmological Society should dis- 
cuss the problem locally with the Deputy Commissioner of 
Repatriation in Adelaide. 


Dr. C. O. F. Rieger said that some discussion had taken 
place, and the difficulties were being overcome. 


AUSTRALIAN COUNCIL OF SOCIAL SERVICES. 


The Federal Council decided to nominate Dr. J. G. Hunter 
as its representative on the Australian Council of Social 
Services for the two-year period from June 30, 1961. 


AUSTRALIAN POST-GRADUATE FEDERATION IN MEDICINE. 


The Australian Post-Graduate Federation in Medicine 
forwarded for comment a draft Memorandum and Articles 
of Association for the Federation as approved at a general 
meeting held in Sydney on March 4, 1961, together with a 
submission by the President of the Federation, Dr. V. M. 
Coppleson, on “Incorporation of the Federation”. After dis- 


cussion the Federal Council decided to approve the draft 
in principle. 


NATIONAL HBALTH AND MbppICAL RESEARCH COUNCIL. 
National Advertising Code. 


The General Secretary reported that the Director-General 
of Health had forwarded the fourth draft of the code of 
standards as the basis of a national advertising code and 
had requested Federal Council to nominate a representative 
to attend a meeting in July, 1961, of .all interested parties, 
including representatives of advertisers and agencies, to 
discuss problems surrounding censorship of proprietary 
medicines. The Federal Council decided to nominate Dr. 
Cc. J. Ross-Smith as its representative at this meeting. 


DATE AND PLACE OF NEXT MEETING. 


The Federal Council decided to accept the invitation of 
the Queensland Branch to hold the next meeting in Brisbane. 
The date was left in the hands of the President. 


VoTEes OF THANKS. 


The thanks of the Federal Council were extended to the 
Council of the Victorian Branch for its hospitality and for 
the use of its offices and to the Victorian representatives 
for their hospitality. Thanks were also extended to the 
President, Dr. H. C. Colville, for presiding, and to Dr. J. G. 
Hunter, Dr. C. J. Ross-Smith and Miss H. Cameron for 
their services during the meeting. 


Dut of the Past. 


COUNTRY PRACTICE.’ 


[From the Australasian Medical Gazette, December 20, 1902.] 


A MEDICAL MAN, writing in the Daily Mail, says: “If I 
were giving advice to a young man just qualified in medicine, 
I would hesitate before advising him to choose the country 
as his field of practice. In no other walk of life, perhaps, 
do you feel more sensibly the truth fortuitously expressed 
by Alphonse Daudet’s egregious D’Argenton, that life is not 
a romance. It may be very beautiful in theory to turn out 
of bed on a frosty night to relieve suffering, but in practice 
it is very, very cold work, at least in a country practice. 
Then the squabblings and the bickerings and the petty 
hatreds that flourish in villages—villages that look so 
peaceful in the grey twilight of an October evening or the 
early dawn of a summer’s morning. No, the medical pro- 
fession is not a bed of roses—in the country: the same old 
patients, the same old roads, the same old horse to drive, 
and the same old monotony, drive many a man to the same 
old destruction—drink. Yet if you have a well balanced 
nervous system and a peaceable wife you may pull through, 
consilio et amicis—and with the help of your pipe.” 


Correspondence, 


THE MANAGEMENT OF TETANUS. 


Sir: Dr. Dwyer and Dr. Hickie, in a letter in THE MepicaL 
JOURNAL OF AUSTRALIA, May 13, 1961, which draws attention 
to recent articles in the management of tetanus, not only 
omit references to tank respiration, but tacitly support 
uninformed criticism by Dr. Clifton in his article ‘on the 
subject. Tank respiration is the method of choice for 
providing prolonged artificial respiration at Fairfield Hos- 
pital, Melbourne, where 34 cases of tetanus have been 
managed on standard principles for the last six years. Four 
deaths have occurred. 


Modern tank respirators, correctly used, are superior to 
I.T.P.P. respirators for the prolonged artificial respiration 
of patients with respiratory paralysis irrespective of its 
eause. The mortality of the method is negligible; in fact, 
antecedent pneumonia and “pulmonary collapse” are readily 
treated. The management of tracheotomy is a_ simple 
matter, as is the use of intravenous apparatus, and enclosure 


1From the original in the Mitchell Library, Sydney. 


mephe 


of t 

a pe 

C1 

ubst 

of t 
med: 

Di 

cont 

met 

man 

in t 

been 

the 

still 
to 

pital 

Th 

man: 

patie 

proc 

The 

due 

whic 

restr 

supe. 

fixati 

geal 

patie 

Th 

respi 

In 

sever 

to pl 

mepr 

| bama 
per ¢ 

is de 

used 

toxic 

but 

spasn 

sever 

recur 

subst 

The 

been 

poten 

Wher 

initia. 

retur! 

with 

for p 

In 

laryn; 

trachy 

in 

mephi 

It i 

respir 

severe 

In 

in tet 

a sin 

100,00 

excess 

of ser 

Res 
this w 

six 

relaxa 

Dea 
as onl 

One 

ether 

the cc 

A w 
abrupt 


the 
pro- 
» old 
rive, 
same 
need 
ugh, 


THE MEDICAL JOURNAL OF AUSTRALIA 73 


Jury 8, 1961 


of the patient in the “tank” presents no great difficulties 
in nursing. Routine exsufflation and the capacity to cough 
a patient facilitate the procedure. 


Cuffed tube necrosis and the circulatory dangers of venous 
obstruction, which may be exaggerated by spasmodic fixation 
of the chest wall in tetanus, do not occur. Economy of 
medical staff during management is an additional advantage. 


Different concepts of severity of tetanus have led to 
confusion in the published reviews of different drugs and 
methods. Publication of the principles and results of 
management and observations regarding the use of A.T.S. 
in this series has been delayed until sufficient cases have 
been studied to illustrate the variability of presentation and 
the range of factors causing death. Thirty-four cases may 
still prove to be insufficient. The cases of tetanus admitted 
to Fairfield Hospital, being referred mainly by other hos- 
pitals, represent a selected, more severe group than is 
generally observed. 


The maintenance of efficient respiration dominates the 
management of tetanus. Also, it is desirable that the 
patient remains conscious, except perhaps for surgical 
procedures, to avoid adding the complications of coma. 
The major cause of death in untreated tetanus is asphyxia 
due to respiratory involvement causing pulmonary stasis, 
which is brought about in two ways: (i) Persistent, severe 
restriction of respiration due to tonic spasm with frequent 
superimposed generalized clonic spasms causing respiratory 
tixation and cyanosis; (ii) airway obstruction due to laryn- 
geal or pharyngeal spasm, or both of these. Fourteen 
patients of this series fell into this category. 


The question of death due to myocardial damage by the 
tetanus toxin is unresolved, but is less important than 
respiratory involvement. 


In less severe cases, or in the early stages of developing 
severe tetanus, barbiturates in moderate doses (insufficient 
to produce unconsciousness) along with chlorpromazine or 
meprobamate, are satisfactory. In a limited trial, mepro- 
bamate in the last few cases, in. doses of 1000 mg. or more 
per day, appears to be helpful. Mephenesin, intravenously, 
is demonstrably more potent than these, particularly when 
used with subanesthetic doses of thiopentone sodium. The 
toxic effects of this drug, mainly hematuria, occur variably, 
but commonly when high frequent dosage is required by 
spasms of increasing severity. In the cases still more 
severe, in which respiratory embarrassment due to spasm 
recurs in spite of these drugs, there appears to be no 
substitute for “Tubarine’’. 


The aim in the control of spasm with these drugs has 
been to use a drug or combination of drugs of minimum 
potency and dosage consistent with adequate respiration. 
When “Tubarine” is required, it is given intravenously 
initially in 10 or 15 mg. doses and repeated only when 
returning diaphragmatic and intercostal spasm interfere 
with artificial respiration. Tracheotomy is a necessary pre- 
requisite to this procedure. “Tubarine” may be required 
for periods from 14 to 19 days. 


In those patients in whom airway obstruction due to 
laryngeal or pharyngeal spasm is the main problem, a 
tracheotomy alone with minor relaxants may suffice; but 
in some, the more potent relaxants, mephenesin or 
mephenesin in conjunction with amytal or thiopentone which 
are capable of easing restricted respiration, may be required. 


It is agreed that a specialized unit for providing artificial 
respiration is desirable in undertaking the management of 
severe tetanus. 


In this series, investigations regarding the use of A.T.S. 
in tetanus have been undertaken. It has been found that 
a single large dose of A.T.S.—50,000 units in children, 
100,000 units to 150,000 units in adults—will provide an 
excess of circulating antitoxin for many weeks in the most 
severe cases; thus, repeated dosage with the attendant risk 
of serum reactions is unnecessary. 


Results of management: Of the 34 patients managed in 
this way, eight required “Tubarine” and artificial respiration, 
six required tracheotomy and minor relaxants including 
mephenesin, whilst 20 could be managed with minor 
relaxants without tracheotomy. 

Deaths: Brief examination of the four deaths is warranted, 
as only one could be ascribed with certainty to the method. 

One child, aged nine years, died as a result of an inexpert 
ether anesthetic given during ambulance transport from 
the country. 


A woman, aged 48, and a girl, aged nine years, both died 
abruptly during the convalescent stage of the disease, when 


they no longer needed “‘Tubarine” and were respiring spon- 
taneously for increasing periods. The treatment of these 
patients varied, in that they received repository “Tubarine” 
in oil as well as “Tubarine” intravenously. The mode of 
death, being so abrupt, suggested cardiac arrest, but post- 
mortem examination was not helpful. Subsequently, 
“Tubarine’” was used only intravenously, and this pheno- 
menon has not since been seen. The question of the myo- 
cardial effect of tetanus toxin arises in relation to these, 
but electrocardiographic examination of other cases has 
not provided additional evidence. 


The fourth, a man, aged 55 years, died as a result i“ a 
pulmonary embolus whilst undergoing artificial respiration. 


Table I summarizes these findings. 


TABLE I. 
Number 
Management. of Deaths, 
Patients. 
‘Tracheotomy ong artificial respiration 
‘'Tubarine”” in oil and ‘ “Tubarine intra- 
Tubarine ’ intravenously only 5 1 
Tracheotomy alon 
Mephenesin ond barbiturates . 2 0 
or meprobamate, bar- 
biturates 4 0 
Mephenesin, or chlorpromazine, or * meprobamate, 
and barbiturates 20 1 


One lesson from these deaths relates to the transport of 
patients, and the use of inhalant anesthetics, which should 
be avoided in favour of relaxants. 


This letter, which summarizes some of the features of the 
management of tetanus, is a preliminary report of a more 
detailed paper. 

Yours, ete., 
JOHN A. FORBEs, 
Medical Superintendent. 
Fairfield Hospital, 
Fairfield, 
Victoria. 
June 7, 1961. 


PENICILLINASE AS A PHARMACEUTICAL BENEFIT. 


Sik: We would like to reply through your correspondence 
column to Dr. R. Munro Ford’s letter of June 3, “Penicil- 
linase as a Pharmaceutical Benefit”. 


Dr. Ford is correct in stating that several reports of 
reactions had appeared. To date, we are aware of four 
published reports dealing with five individual cases. This 
represents an extremely low incidence of serious side effects 
considering the length of time “Neutrapen” (penicillinase) 
has been available, and considering the hundreds of 
thousands of vials used by the medical profession to date. 


Since these reports appeared, the product has been sub- 
stantially further purified and the protein content reduced. 
This has further increased the safety of “Neutrapen”, 
because any antibodies which might be produced would be 
greatly reduced in amount and probably would be clinically 
insignificant. In addition, if the recommended dosage sche- 
dule is followed, it seems probable that the course of 
“Neutrapen” therapy will have been concluded before sensi- 
tivity becomes a problem. In fact, since the introduction of 
the more highly purified product, no new reports of unto- 
ward reactions to “Neutrapen” have come to our attention. 


As regards subsequent courses of “Neutrapen” therapy, 
one must acknowledge the possibility that, since a minute 
amount of protein remains, “Neutrapen” upon repeated 
usage in a given patient may elicit an untoward reaction 
on rare occasions. In addition, as is true with any drug, 
including aspirin, rare individuals with idiosyncrasy to 
“Neutrapen” may be encountered. 


Dr. Ford goes on to discuss the possibility of “Celbenin” 
(BRL 1241) causing allergic reactions which may not 
respond to penicillinase. Your readers’ attention is drawn 
to the articles in the British Medical Journal of September 
3, 1960, and in The Lancet of September 10, 1960. On page 
597 of the British Medical Journal, it is stated that BRL 1241 
was completely inactivated by a penicillinase derived from 
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Bacillus cereus. The name of the strain of B. cereus is not 
mentioned in this article, but in another article, page 567 
of The Lancet mentioned above, it is stated that a penicil- 
linase obtained from B. cereus 569/H inactivated BRL 1241, 
but at a very much slower rate than it inactivated penicillin 
G (tablet VIIT). 

“Neutrapen” is obtained from cultures of B. cereus, 
strain B569. Thus it is likely that it will be effective against 
“Celbenin”. It should be noted that B. cereus strain 569/H, 
and B569 bear the same number, only the letter varies— 
hence they may be identical strains or variations of the 
sume strain. 

We know of no specific studies regurding the effectiveness 
of “Neutrapen” against phenethicillin. Since all penicillins 
have the same beta lactam ring structure and vary only 
in the side chains, it may be assumed that “Neutrapen” will 
be effective against all forms of penicillin, as penicillinase 
works by cleaving the ring and converting the penicillin to 
penicilloic acid. 

Yours, etc., 
RIKER LABORATORIES AUSTRALIA 
Pry. 
Rh. J. Preiss, Ph.C., A.U.A., 
62 Alexander Street, Managing Director. 
Crows’ Nest, 
New South Wales. 
June 21, 1961. 


SEVERE HYPERTENSION WITH 


GUANETHIDINE. 


TREATMENT OF 


Str: My attention has been drawn to the fact that the 
douse of guanethidine used by my colleagues and me in the 
treatment of severe hypertension (Mep. J. Avst., 1961, 
1: 681) is higher than that recommended by the manu- 
facturers, Who suggest a commencing dose of 10 mg. orally 
once a day, with 10 to 20 mg. increments once a week. 


We would like to point out that our patients had initially 
presented with severe hypertension, and we did not wish 
to take a long time in establishing them on the appropriate 
maintenance dose, because of the dangers of the uncontrolled 
hypertension. These patients were attending a special clinic 
for the treatment of hypertension and could readily get 
in touch with their doctor in case of untoward reactions. 


We do not wish to imply that the dosage used by us ts 
applicable to all hypertensive patients, including the milder 
cases. In the latter, when there is no urgency in controlling 
the hypertension, it may well be justifiable to start with 
smaller doses. However, we do not use guanethidine as 
the treatment of first choice in these patients, but usually 
start with a combination of reserpine and chlorothiazide (or 
dihydrochlorothiazide), which we find very effective in the 
mild cases and without troublesome side effects. The more 
potent hypotensive drugs, such as the ganglion-blocking 
drugs and guanethidine, are only added in the small minority 
who are not controlled satisfactorily with the milder drugs. 


Yours, etc., 


A. J. BARNETT, 
Associate Director. 


Baker Medical Research 
Institute, 
Melbourne. 
June 9, 1961. 


Sim: [| would like to offer my congratulations to Dr. A. J. 
Barnett and his colleagues for the careful work they have 
carried out in the use of guanethidine in the treatment of 
severe cases of hypertension and malignant hypertension. 
I realize that Dr. Barnett and his co-workers began with 
a dose of 30 to 100 mg. daily of guanethidine in his patients 
which, because of the severe nature of the disease, were 
confined to bed in a clinic. 


| have used guanethidine in the treatment of hypertension 
and hyperpiesis for 12 months—May, 1960, to May, 
I had exercised this drug on 25 patients continuously for 
the 12 months, but these patients were ambulatory and: were 
seen in my office every one, two or four weeks. I found 
that I could reduce their blood pressure satisfactorily and 
control it using doses of 10 to 40 mg. of guanethidine daily. 

I was impressed that it was the diastolic pressure which 
showed so much improvement as well as the systolic pres- 
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sure. All the patients stated they felt much happier with 
guanethidine therapy, and the only other drug used was 
50 mg. of “Esidrex” each morning, fasting. What impressed 
me most was that there were few side effects with 
suanethidine treatment, the main one being nasal congestion 
and slight dizziness. 

In this series of 25 patients, all cases had been treated 
with ganglion-blocking drugs previously without much 
beneficial result; and I would suggest that in general prac- 
tice and for ambulatory cases that the lower dosage of 
guanethidine will be found equally as effective as regards 
blood pressure control without side effects, and that as 
these patients are only seen at intervals of one, two or four 
weeks, guanethidine overdosage is most unlikely. Ancther 
feature of this series of 25 patients was that the serum 
cholesterols were in 23 out of 25 cases reduced not less 
than 25%. No other treatment was necessary, but they were 
restricted as regards fat and salt intake. 

Yours, etc., 
79 Old Burleigh Road, NEVILLE JOHN Davis. 
Surfers’ Paradise, 
Queensland. 
June 14, 1961. 


SMOKING AND CANCER. 


Sir: One of the reasons for heavy smoking may be the 
deprivation of breast feeding in early life, the so-culled 
nipple complex. 

Amongst Australian natives half-custes excessive 
smoking is most uncommon, and it is certain that the 
children are breast-fed for fully nine months, and often for 
two years. With the feeding by breast the child receives 
plenty of affection and nursing, which develops a _ feeling 
of security and of being wanted. 

The relationship of breast-feeding in infancy to the 
incidence of cancer of the lungs in later life would make 
an interesting and significant line of research. Certainly 
no stone should be left unturned to find out why an otherwise 
sane human being should smoke 40, 60 or 80 cigarettes a day. 


Yours, etc., 
Carnarvon, S. C. S. CooKE. 
Western Australia. 
June 13, 1961. 


MARKING IN VARICOSE VEIN SURGERY. 


Sim: Adequate pre-operative marking of the legs of 
patients to be submitted to varicose veins surgery is now 
the established practice. Difliculty has always been found 
in using a method which would allow the marks to remain 
on the legs despite the shaving of the legs and skin anti- 
septics. Mr. Rowden Fuvote, in the last (1960) edition of 
his book “Varicose Veins”, describes a marking ink which 
is entirely satisfactory in these respects, and has been used 
by me in the last three months and deserves a_ wider 
application. Its formula is: Pyrogallol 1 gramme: S.V.M. 
20 ml.; acetone 10 ml.; Lig. Ferri Perchlor. 2 ml.; hydro- 
chloric acid 1 drop. 

Yours, ete., 


61 Collins Street, W.. STERN. 
Melbourne. 
Victoria. 


June 19, 1961. 


FURALTADONE—A CLINICAL TRIAL. 


Sir: I have been very interested with reports on the use 
of furaltadone in THE MepicaL JOURNAL OF AUSTRALIA, and 
T wish to add a case of my own. 


The patient, Mr. A., aged 46 years, has a chronic otitis 
media with involvement of the attic, which flares up every 
few months, and for which he has a repatriation entitle- 
ment: he also has an entitlement for furunculosis. On 
May 4 this year he came with this otitis media recurring 
and was put on furaltadone 250 mg. four times a day 
and warned of possible side effects. He was seen regularly, 
and on May 12 he complained of pins and needles in his 
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hands and feet following a glass of sherry. As instructed, 
he had promptly discontinued the furaltadone, and when 
seen by me that evening sensation in his arms and legs 
appeared normal, and his paresthesia was diminishing; 
this had disappeared entirely within 24 hours, and has not 
recurred. 


I note that McEwen and Marsh (Men. J. Austv., 1961, 
1:676) state that with an average of six days’ treatment per 
patient toxic effects were not experienced; I think this 
ease worth reporting in view of the early appearance of 
side effects. I might add that the otitis media settled down 
with the drug. 

Yours, etc., 
103 South Road, JOHN B. HUGHEs. 
Burbank, 
South Australia. 
June 19, 1961. 


APEX EMERGENCY BLOOD DONOR PANEL PROJECT. 


Str: Apex Clubs are an organization of young men between 
18 and 40 years of age and with clubs in nearly every town 
and city in Australia. Each club has some 25 to 40 members. 


At the recent Apex National Convention, a resolution was 
passed urging every Apex Club to help form, or assist if 
already in existence, an emergency blood donor panel in 
their town. They were to seek the cooperation of local 
hospitals, hospital superintendents, matrons and local prac- 
titioners in seeing that blood donors were readily available 
in an emergency. If necessary, they would carry out the 
organizational work and rely on the help of local practi- 
tioners for grouping, etc. 


Apex has already given considerable support and publicity 
to drives for donors and has provided many donors from 
its members. This scheme was envisaged mainly for smaller 
country towns, where blood is not stored, and where it 
may have to be sent for in an emergency. If help is required 
from Apex members in starting a donor panel or augmenting 
one already in existence, I suggest that the local club be 
contacted. 


In this town we have such a scheme in operation, and 
Apex enthusiasm is such that regular donations of blood are 
sent to the Red Cross Transfusion Service in Sydney for 
processing, whilst the club has been available on a number 
of occasions for emergency donations. 

Yours, etc., 
“Milford”, JOHN V. ROocHE. 
Alexandra Street, 
Berry, N.S.W. 
June 13, 1961. 


Wedical Watters in Parliament. 


HOUSE OF REPRESENTATIVES. 


Tue following extracts from Hansard relate to the pro- 
ceedings of the House of Representatives. 


May 4, 1961. 
Employment of Physically Handicapped Persons. 


Mr. McCotm: Some time ago, the Prime Minister 
announced that the Government was appointing a committee 
to inquire into the possibility of employing physically handi- 
capped persons in the public service. I ask the right 
honourable gentleman whether he can inform the House 
when the Government expects to receive the report of that 
committee? 


Mr. Menzies: I regret to say that I cannot answer that 
question offhand, but I shall at once make inquiries so that 
Imay be in a position to state something to the honourable 
member at the next sitting. 


Mr. Gatvin: I direct to the Prime Minister a question 
which is supplementary to that asked by the honourable 
member for Bowman. I ask the right honourable gentle- 
man: Is he aware that physically handicapped persons 
trained for rehabilitation by the Department of Social 
Services are unable to obtain permanent employment in 


the Commonwealth Public Service, and that the only 
employment open to them is in private enterprise in positions 
in which there are only limited opportunities? As it is 
more than two years since the Boyer report on Public 
Service recruitment recommended a method of offering 
employment in the Public Service to physically handicapped 
people, and as the Public Service Act has been amended 
since that recommendation was made, are we to understand 
that the Government has no intention of amending the act 
in order to permit permanent employment in the Public 
Service to be offered to physically handicapped persons? 


Mr. MeENzIEs: As I indicated in reply to an earlier 
question, I think the best thing for me to do would be to 
have a short statement made on this matter, because it is 
important and the statement then would be available to 
all honourable members. 


May 9, 1961. 
Department of Health Booklet. 


Mr. FULTON: Does the Minister for Health consider that 
the pamphlet “Eat better for less’, issued by the Department 
of Health, is detrimental to the interests of primary pro- 
ducers? If so, will he cease publication of this pamphlet? 


Dr. DoNnaLp CAMERON: The honourable gentleman has 
really asked me a very curious question. Does he mean 
that if a doctor or, indeed, a scientist, who happens to be 
a public servant, issues a statement that is judged to 
be commercially undesirable or, even worse, politically 
unpalatable, publication should therefore be suppressed? 
Of course, Mr. Speaker, that is exactly what the honourable 
gentleman’s question does mean. Is that the policy of the 
party which sits opposite? It is not the political philosophy 
of members on this side of the House. 


Mr. CHREsBy: My question is directed to the Minister for 
Health, and is supplementary to the last question. In view 
of the controversy raging over the booklet, “Eat better 
for less”, is it possible for copies of the booklet to be made 
available to members of the Parliament? I understand that 
few honourable members have seen it, and it would be a 
good idea if we had first-hand information on it so that 
we would know exactly what we were talking about. 


Dr. DONALD CAMERON: It does appear that in this instance, 
as in others, many people have been ready to criticize a 
publication without ever having seen it. I shall be glad to 
make copies of the pamphlet available. 


Mr. BucHANAN: My question is addressed to the Minister 
for Health and refers to the booklet “Eat better for less’, 
issued by his department. Is he aware of the widespread 
consternation caused in dairying circles by the bracketing 
of butter and margarine as equally good sources of fat 
and vitamin A and the unwarranted assumption that they 
offer equal value? If the provision of fat is the sole 
purpose of including these items in the diet, would it not 
be cheaper to buy ordinary dripping which would supply 
this need just as well? As regards vitamin A, since when 
has it been accepted that the artificial powder added to 
the fat to deceive users into thinking it is fit for the table 
is equal to the genuine article provided by nature? Would 
it not be more in accord 


Mr. SPEAKER: Order! I think the honourable member is 
making a second-reading speech. 


Mr. BUCHANAN: Would it not be more in accord with fact 
to say that margarine is at most only a very poor substitute 
for the health-giving goodness and nourishment of the 
natural product, butter, which should be preferred by any 
mother who has the welfare of her family at heart? 


Dr. DoNALD CAMERON: I can only repeat what I said in 
answer to an earlier question. Most of the criticism of this 
pamphlet is based on newspaper reports, many of which 
were quite inaccurate, and not on the contents of the 
pamphlet itself. 


Mr. ANTHONY: My question is addressed to the Minister 
for Health.-It concerns the publication “Eat better for 
less” which I have and which I have read. Some of the 
statements in this publication are diametrically opposed to 
the promotion schemes being undertaken by our primary 
industry organizations. Does the Minister prefer to give 
support to these scientific and academic people whom he 
mentioned rather than to our primary producer organiza- 
tions, which are contributing large sums in an attempt to 
encourage Australians to eat more of Australia’s primary 
products? 


Dr. DonaLp CAMERON: I certainly cannot agree that there 
is anything in this pamphlet which would prejudice any 
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primary producer production scheme. In fact, the whole 
tenor of the pamphlet is to the effect that a proper dietary 
is based on the products of Australian primary industry, 
especially the dairying industry. As I said before, if we 
have reached a situation in which statements are to be 
suppressed merely because they are commercially or 
politically undesirable, then we are drifting into a very 
dangerous state of affairs. 


May 10, 1961. 
Pensions. 


Mr. TURNBULL: I address my question to the Minister for 
Repatriation. Is a social pension really the same as the 
social service age pension except that it is granted to 
ex-servicemen and ex-servicewomen five years before they 
would be eligible for an age pension, or earlier if they are 
permanently unemployable? Is it a fact that service 
pensioners are entitled to special benefits for non war-caused 
disabilities, including treatment in repatriation general 
hospitals, but that ex-servicemen age pensioners are not? 
If this is so, will the Minister advise what procedure should 
be adopted to overcome this anomaly? : 


Mr. OsporNeE: The honourable member has asked me 
whether the service pension and the old age pension are in 
fact the same? The answer clearly is that they are not. 
Though they have some things in common, they are granted 
to different groups of people under different acts of parlia- 
ment, and they have a different incidence. The rate of 
pension is the same in both cases and they both are subject 
to the same means test, but the service pension is restricted 
to ex-servicemen and ex-servicewomen who served in a 
theatre of war. Since the last Budget the benefit of free 
medical treatment in repatriation institutions for disabilities 
suffered by service pensioners, whether due to war service 
or not, has been extended to service pensioners. This applies 
with only certain minor objections. Although they are not 
entitled to treatment in hospitals for chronic conditions, 
a temporary exacerbation of a chronic condition can be 
treated in hospital. 


I do not agree with the honourable member’s suggestion 
that there is an anomaly in the fact that repatriation medical 
treatment is provided for service pensioners and not for 
others. The extension of medical benefits to service pen- 
sioners was granted by the Government in the last Budget 
in clear recognition of the inevitable rigours of war service 
in theatres of war. 


Pharmaceutical Benefits Scheme. 


Mr. WHITLAM: My question is addressed to the Minister 
for Health. It concerns the agreement which the Treasurer 
and he made on behalf of the Commonwealth early last 
year with the Pharmaceutical Service Guild of Australia 
on behalf of all the pharmacies registered under the National 
Health Act and which provided that, in March this year, 
a review would be made of the payments by the Common- 
wealth to pharmacists under that act. I ask the Minister: 
Has an increase yet been made in the payments to pharma- 
cists, as has already been made in the payments to doctors? 
Did he or his officers confer with representatives of the 
pharmacists today? When will he be in a position to tell 
the Parliament how much any new arrangement will mean 
to the pharmacists and to the taxpayers? 


Dr. DONALD CAMERON: The fees paid to pharmacists are 
fixed by determination after discussion with the Pharma- 
ceutical Service Guild of Australia. There have been several 
discussions between the guild and officers of the Department 
of Health and recently between me and the president of 
the guild. I propose to convey the Government’s decisions 
to the president by letter, and I shall then be able to make 
it plain to every one what the Government proposals are. 


National Health Scheme. 


Mr. ReYNoLps asked the Minister for Health, 
notice: 


1. Has the Government investigated charges made by the 
Australian Optometrical Association that illegal claims for 
Commonwealth health benefits are being made and paid 
in respect of the prescription of glasses by eye doctors; if 
not, why not? 

2. Is it a fact that a doctor is not required to state on his 
receipt that he prescribed glasses for the patient? 

3. Will the Government give immediate consideration to 
bringing the services of optometrists under the National 
Health Scheme? 


upon 


Dr. DoNaALD CAMERON: The answers to the honourable 
member’s questions are as follows: 


1. My department has made a thorough examination of 
the association’s charges and I am satisfied that all prac- 
ticable steps are taken to prevent incorrect payments of 
the Commonwealth medical benefits. 


2. Yes, but such statements are not necessary for imple- 
mentation of an effective checking procedure. 


3. The Government has the National Health Scheme 
continually under review, but it does not propose at this 
stage to include optometrical services. 


Employment of Physically Handicapped Persons. 


Mr. MeNziIges: On 4th May, the honourable member for 
Bowman (Mr. McColm) and the honourable member for 
Kingston (Mr. Galvin) asked questions without notice about 
the Government’s intentions as to that portion of the 
Boyer committee’s report which recommended the per- 
manent employment of physically handicapped persons in 
the Commonwealth Public Service. I now furnish the 
following additional information: 


I understand that the Interdepartmental Committee which 
has been examining this proposal will complete its report 
within the next few weeks. The Government will give the 
report prompt consideration. 


I would remind honourable members that the permanent 
employment in the Public Service of physically handicapped 
persons requires not only a careful examination of the 
medical standards adopted for entry to the Public Service, 
but also of the effect of their admission on the established 
retiring benefits schemes. 


May 11, 1961. 
Health and Medical Services. 


Mr. THOMPSON: My question is directed to the Minister for 
Health. Has the Government considered increasing the 
Commonwealth payment in respect of a consultation with 
a medical practitioner, which has stood at 6s. since the 
medical benefits scheme was instituted? Did not the 
Government’s action last year in increasing the amount of 
the Commonwealth payment in respect of surgical operations 
show that the Government realized that the costs of medical 
services generally had substantially increased? If this 
consideration has not been taken into account in connexion 
with the 6s. contribution towards meeting the cost of 
consultations, will the Government give serious attention 
to it when the Budget is being prepared, with a view to 
increasing the amount of the contribution? 


Dr. DoNaLpD CAMERON: Increases were made last year in 
Commonwealth benefits and fund benefits for what are, 
in the main, costly services, such as surgical procedures 
and operations. This was done because it was felt that the 
payments had dropped to a lower proportion of the total 
cost than was desirable. At the same time I think most 
of the funds, certainly the larger ones, raised the amount 
of the fund benefit for ordinary consultations, although there 
was no movement in the Commonwealth contribution. The 
question whether than contribution should be reviewed is, 
of course, one that can be considered only in connexion 
with medical benefits as a whole, and with a view to 
budget consideration generally. 


Cortisone. 


Mr. Jerr Bate: By way of preface to a question addressed 
to the Minister for Health, I point out that many honourable 
members have asked about the free availability of the 
expensive drug cortisone to rheumatoid arthritis sufferers. 
I ask the Minister whether cortisone is a free pharmaceutical 
benefit to sufferers of various complaints, but not to 
rheumatoid arthritis sufferers. Is this still the position? 
If the answer is in the affirmative, will the Minister ‘consider 
making cortisone a free drug for those unfortunate people 
who are afflicted with rheumatoid arthritis? 


Dr. DonaLp CAMERON: As the honourable gentleman no 
doubt is aware, the indications for the use of a drug are 
governed by the advice of the Pharmaceutical Benefits 
Advisory Committee. Cortisone is what is known as @ 
restricted drug. That is to say, on the advice of the 
committee, it is restricted as a pharmaceutical benefit to 
the treatment of certain conditions. These do not cover the 
maintenance treatment of arthritis. However, the indications 
for the use of cortisone have been widened steadily by 
the committee since the drug was first placed on the 
The Government receives advice from the committee from 
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time to time. I think that when cortisone was first put on 
the list it was a pharmaceutical benefit for about four 
conditions whereas it is now available for about 27 con- 
ditions. As fresh knowledge is acquired and as fresh advice 
js received from the committee, the Government acts in 
accordance with that advice. 


Papua and New Guinea—Eradication of Malaria. 


Mr. Beaztey asked the Minister for Territories, 
notice: 


1. Have the Australian authorities in the Territory of 
Papua and New Guinea caused a study to be made in the 
Territory of any development of the tendency, feared by 
the World Health Organization, that certain mosquitoes 
carrying malaria have become resistant to residual insecti- 
cides such as D.D.T.? 


2. Do the authorities in the Territory accept the total 
dimination of malaria as a feasible objective? 


3. If not, for what reasons are other objectives adopted? 


Mr. Hastuck: The answer to the honourable member’s 
questions are as follows: 


1. Yes. So far there is no evidence of resistance developing. 


2. and 3. In measures relating to malaria there are dif- 
ferences of opinion whether the objective should be eradi- 
cation or control. The difference of opinion arises from 
expert and technical studies of the problem in particular 
The Administration of Papua and New Guinea 
accepts eradication as the objective and is carrying out a 
programme of elimination by residual spraying as practised 
in all other parts of the world. Whether this programme 
will in fact lead to eradication or control can only be judged 
on observation of results and particularly on the resting 
habits of the mosquitoes. The evidence to date suggests 
that eradication may not be achieved but some years of 
spraying followed by a period of surveillance will be 
required to obtain the answer. In the meantime in seeking 
the objective of eradication the Administration is achieving 
an increasing measure of control. 


upon 


Dental Health. 
Mr. DaLy asked the Minister for Health, upon notice: 


Has his department, or any other recognized authority, 
made a survey of the condition of the teeth of the Australian 
people; if so, what was the result of this survey? 


Dr. DoNALD CAMERON: The answer to the honourable 
member’s question is as follows: 


The National Health and Medical Research Council 
financed a dental survey of State school children in New 
South Wales in 1954-55. The result of the survey has been 
published in a report of about seventy pages in the National 
Health and Medical Research Council’s Special Report Series 
as No. 8, Canberra, 1956. This is the only comprehensive 
dental survey which has been conducted in Australia. 


May 17, 1961. 
Disallowed Questions. 


Mr. MINoGuE: I direct a question to the Minister for 
labour and National Service. Is the Minister aware that 
certain provisions of the Stevedoring Industry Bill 1961, 
which was recently passed by this House, provided, among 
other things, that the labour of waterside workers should 
be used to the best advantage—— 


Mr. SPEAKER: Order! I remind the honourable member 
that a question on proceedings that have taken place in the 
House during the current session is out of order. 


Mr. Mtnocue: Then I will continue from there. In view 
of the Minister’s support for these provisions—— 


Mr. SPEAKER: Order! The honourable member is out of 
order. 


Mr. MINnoGuE: Coming to finality, I ask this question: 
Will the Minister for Labour and National Service confer 
with the Minister for Health regarding legislation which 
is to be introduced or should be introduced concerning the 
British Medical Association whose members have been 
advised by the president of the New South Wales branch 
of that body not to apply for appointment to the Sydney 
County Council should any position become vacant? 
Furthermore—— 


Mr. SpeaKeR: Order! 


The honourable gentleman is again 
out of order. 


He is directing a question on a matter for 


which the Minister is not responsible to this House. I ask 
the honourable member to be more precise. 


Mr. MINoGuE: For your guidance, Mr. Speaker, would it 
not be of interest to this House if the British Medical 
Association—— 


Mr. SPEAKER: It would be very interesting; but it would 
be of more interest to the House if we complied with the 
a Orders. I ask the honourable member to resume 

S seat. 


Poliomyelitis Vaccine. 
Mr. CHANEY asked the Minister for Health, upon notice— 


1. Were two batches of anti-polio vaccine produced by 
the Commonwealth Serum Laboratories recently found to 
be faulty? 


2. If so, what was the cost of producing these batches of 
vaccine? 


Dr. DONALD CAMERON: The answer to the honourable 
member’s questions is as follows: 


Recently production of poliomyelitis vaccine at the 
Commonwealth Serum Laboratories has been delayed by 
the failure of samples of viral suspensions during inactiva- 
tion to pass one or other of the several tests to which the 
vaccine is submitted before release. It is understood that 
similar difficulties are being experienced by laboratories 
overseas. Until the final product is packed and ready for 
sale the total cost cannot be determined. 


SENATE. 


THe following extracts from Hansard relate to the pro- 
ceedings of the Senate. 


May 16, 1961. 
Safety Belts. 


SENATOR TooHEy: I preface my question, which is directed 
to the Minister representing the Treasurer, by saying that 
a recent newspaper report disclosed that despite the vigorous 
campaign by road safety authorities urging the use of 
safety belts in motor cars, only about 25,000 motorists had 
such belts fitted to their cars. I understand that the cost 
of fitting a safety belt is between £4 and £5, which includes 
16*/; per cent. sales tax. In view of the strongly held 
opinion that if all vehicles were equipped with safety belts 
the tragic road toll would be greatly reduced, will the 
Government immediately remove the sales tax and thus 
make a valuable contribution to road safety? Will the 
Government strongly urge all motor vehicle manufacturers 
in Australia to supply safety belt attachments as standard 
equipment on all vehicles. 


SENATOR PALTRIDGE: Any decisions regarding equipment 
that shall be fitted to a motor vehicle is a State responsibility. 
That includes the fitting of safety belts to cars. I believe 
that some progress has been made in this matter and that 
an increasing number of cars have safety belts fitted to 
them. In reply to the question about removal or reduction 
of sales tax on this item, I am sure that the honourable 
senator knows that such a matter has budgetary implica- 
tions. The request will be considered during the preparation 
of the Budget, when the whole range of sales tax and its 
incidence is taken into consideration by the Government. 


Maval, Wilitary and Air Force. 


APPOINTMENTS. 


Tue following appointments, changes, etc., are published 
in the Commonwealth of Australia Gazette, No. 50, of June 
15, 1961. 

NavaL Forces OF THE COMMONWEALTH. 


Permanent Naval Forces of the Commonwealth 
(Sea-Going Forces). 
Confirmation in Rank.—Surgeon Lieutenant (for Short 


Service) (on probation) Philip Robert Wood is confirmed in 
the rank of Surgeon Lieutenant (for Short Service), with 
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seniority in rank of 10th March, 1960. Surgeon Lieutenants 
(on probation) John Lewis Fothergill and Desmond Joseph 
MeGarry are confirmed in the rank of Surgeon Lieutenant 
(for Short Service), dated 4th January, 1961. Surgeon 
Lieutenants Lloyd Percival Jenkins, John William Hamilton 
Meyer and John Francis Harrington are confirmed in the 
rank of Surgeon Lieutenant (for Short Service), dated 8th 
January, 1961. 
AUSTRALIAN MILITARY FORCES. 
Citizen Military Forces. 


Eastern Command. 

Royal Australian Army Medical Corps (Medical) .—279296 
Captain J. C. Crackanthorp is transferred to the Reserve of 
Officers (Royal Australian Army Medical Corps (Medical) ) 
(Eastern Command), 19th April, 1961. To be Captain (pro- 
visionally), 11th May, 1961—2206998 James McRae. 


Central Command. 
Royal Australian Army Medical Corps (Medicail).—431922 
Major G. C. Thornton is seconded whilst in the United King- 
dom, lst May, 1961. 


Reserve Citizen Military Forces. 
Southern Command. 


Royal Australian Army Medical Corps (Medical).—To be 
Honorary Captain, 26th April, 1961—Trevor Laurence Reed. 


Western Command. 

Royal Australian Army Medical Corps (Medical).—Hono- 
rary Captain R. B. Knight is retired, 8th May, 1961. 

Royal Australian Army Medical Corps (Medical).—The 
following officer is placed upon tne Retired List (Western 
Command) and granted military titles equivalent to the 
honorary or substantive rank shown, with permission to 
wear the prescribed uniform, 30th June, 1961: Captain N. C. 
Joel. 

Royal AUSTRALIAN AIR FORCE. 


Permanent Air Force. 


Medical Branch. 

Werner Otto Schwarz (0116758) is appointed to a four year 
short service commission on probation for a period of twelve 
months, 7th March, 1961, with the rank of Flight Lieutenant. 

The probationary appointment of Flight Lieutenant P. E. 
Connor (019761) is confirmed. 

Air Vice Marshal E. A. Daley, C.B.E., 
Retired List, lst April, 1961. 

Pilot Officer J. E. Gralton (0220799) 
leave without pay from 26th January, 
January, 1962, inclusive. 


is placed on the 


is granted special 
1961, to the 25th 


Air Force Reserve. 


Medical Branch. 

The following officers are placed on the Retired List, Ist 
December, 1960: 

Squadron Leader (Temporary Group Captain) W. D. 
Counsell (251164) with rank of Group Captain and with 
seniority as from list April, 1942. 

Flight Lieutenant (Temporary Group Captain) W. D. L. 
Farrar (1169) with the rank of Group Captain and with 
seniority as from 1st December, 1942. 

Each of the following Flight Lieutenants (Temporary 
Group Captains) with the honorary rank of Group Cap- 
tain:—C. G. H. Blakemore (1180), C. H. Hembrow (1184), 
L. R. Flynn (263940), B. N. O. Colahan (3225). 

Flight Lieutenant (Honorary Group Captain) W. L. B. 
Stephens (1175) with the rank of Wing Commander, with 
seniority as from list October, 1942, and with the honorary 
rank of Group Captain. 

Each of the following Flight Lieutenants (Temporary 
Group Captains) with the rank of Wing Commander, with 
seniority as indicated and with the honorary rank of Group 
Captain:—I. G. McLean (25178), lst October, 1942; A. J. W. 
Ahern (251884), Ist April, 1943. 

Each of the following Flight Lieutenants (Temporary 
Wing Commanders) with the rank of Wing Commander and 
with seniority as indicated:—W. M. Lemmon (251284), F. G. 
Steele (261601), Ist April, 1943; J. D. Russell (261238), 1st 
August, 1943; M. J. H. Hutchison (261805), lst January, 1945; 
A. N. Poulton (033027), 3rd January, 1947. 

Each of the following Flight Lieutenants (Temporary 
Wing Commanders) with the honorary rank of Wing Com- 
mander:—B. J. Mayes, M.V.O. (264848), J. S. Baird (1481), 


H. H. Harrison (7270), J. A. MeGeorge (7271), T. A. B, 
Travers (1269), R. McM. Glynn (1850), D. G. Carruthers 
(263952), A. L. Tostevin (1883). 


Each of the following Flight Lieutenants (Temporary 
Wing Commanders) with the rank of Squadron Leader, 
with seniority as indicated and with the honorary 
rank of Wing Commander:—S. B. Forgan (281237), 30th 
October, 1941; F. V. Munro (261278), lst October, 1942. 


Each of the following Flight Lieutenants (Temporary 
Squadron Leaders) with the rank of Squadron Leader ang 
with seniority as indicated:—M. H. B. Robinson (251257), 
R. V. Pridmore (281260), Ist October, 1942; G. Simpson 
(252083), Ist August, 1943; A. A. Murray (252893), ist 
December, 1943; A. G. R. Uglow (251196), 21st February, 1944 

Each of the following Flight Lieutenants (Temporary 
Squadron Leaders) with the honorary rank of Squadron 
Leader:—J. L. R. Carter (1239), A. J. Kerr (2906), J. D, 
Maude (5281), F. F. Coffey (267843), D. F. O’Brien (253180), 
I. O. Thorburn (295550). 


Retired List. 
Medical Branch. 


Wing Commander G. C. Willcocks, O.B.E., M.C. (116), is 
granted the honorary rank of Group Captain, lst September, 
1951. 


Each of the following Flight Lieutenants is granted the 
honorary rank of Group Captain:—L. E. Hurley (2075), 
I. B. Jose, M.C. (1851), 17th June, 1953; C. M. C. Searby 
(2041), Ist July, 1957. 


Squadron Leader E. O. Marks (1166) is granted the hono~ 
rary rank of Wing Commander, 1st September, 1951. 


Flight Lieutenant L. B. Cox (1179) is granted the hono- 
rary rank of Wing Commander, 10th February, 1955. 


Each of the following Flight Lieutenants (Honorary 
Squadron Leaders) is granted the honorary rank of aa 
Commander.—R, L. T. Grant (1185), 21st vuly, 1954; H. 
Kirkland (1181), 10th February, 1955. 


Each of the following Flight Lieutenants is granted the 
honorary rank of Squadron Leader:—K. E. Shellshear 
(2055), 16th June, 1951; H. W. Savage (2077), E. M. Fisher, 
M.C. (2056), Ist September, 1951; K. G. Colquhoun (3232), 
13th February, 1953; K. A. McLean, M.C. (1698), W. C. T. 
Upton (3455), 17th June, 1953; V. N. B. Willis (2872), 16th 
March, 1954; D. R. Gawler, M.C. (1183), 30th September, 
1954; J. O'Sullivan (2076), A. J. H. Stobo (2100), N. M. 
Cuthbert, M.C. (1465), B. W. B. Riley (264370), 25th October, 
1956. 


Each of the following Flight Lieutenants is granted the 
honorary rank of Squadron Leader:—G. Finlay, O.BE. 
(2617), Ist September, 1951; J. H. B. Brown, O.B.E., MC. 
(1474), 17th June, 1953; J. L. Pollock (3216), 16th March, 
1954; J. R. Anderson, M.C. (2743), 10th February, 1955; W. A, 
Harms (2757), A. B. K. Watkins (206), 25th October, 1956. 


The appointment of Squadron Leader E. L. Angliss 
(257824) is terminated, 23rd March, 1961. 


JPost-Oraduate Tork. 


THE POST-GRADUATE. COMMITTEE IN MEDICINE 
IN THE UNIVERSITY OF SYDNEY. 


PROGRAMME FOR JULY, 1961. 


THE Post-Graduate Committee in Medicine in the Univer- 
sity of Sydney announces the following courses to be held 
during July, 1961. 


Diseases of the Liver and Biliary System. 


A course in diseases of the liver and biliary system will 
be conducted in the Department of Medicine, University of 
Sydney, at 4.30 p.m. each Tuesday and Thursday from 
July 11 to August 15, 1961, under the supervision of Professor 
Cc. R. B. Blackburn. Each session will last up to 90 minutes, 
and will consist of a formal presentation for approximately 
40 minutes followed by organized and free discussion of the 
topics raised in the formal presentation. The programme is 
as follows. 


Tuesday, July 11: “Biliary Obstruction: A—Metabolism of 


Bilirubin, Alkaline Phosphatase and Bromsulphalein; Patho- 
logical, Biochemical and Clinical Effects of Acute Obstruc- 
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tion; Pathological, Biochemical and Clinical Effects of 
Chronic Obstruction”, Dr. D. W. Piper. 


Thursday, July 13: “Biliary Obstruction: 
Biliary Obstruction; Methods of Investigation; 
ment”, Dr. B. P. Billington. 

Tuesday, July 18: “Acute Liver Injury: Pathological, 
Biochemical and Clinical Features. Viral Hepatitis—Infec- 
tious, Serum; Infectious Mononucleosis; Weil’s Disease, 
Pyogenic Liver eg Drugs and Chemicals”, Dr. S. J. M. 
Goulston and Dr. N. D. Gallagher. 

Thursday, July rt “Chronic Liver Disease; Diffuse 
Diseases—Progressive Hepatitis, S.L.E.; Focal Granuloma— 
Brucellosis, Sarcoidosis, Tuberculosis; Infestations — Ame- 
biasis, Hydatid Disease, Schistosomiasis’, Professor C. R. B. 
Blackburn. 

Tuesday, July 25: “Alcohol and Nutritional Liver Disease; 
Pathological Types of Liver Disease; Fatty Liver; Laennec’s 
Cirrhosis”, Dr. H. Gibson. 

Thursday, July 27: “The Liver in Metabolic Disorders”; 
Hemochromatosis and Wilson’s Disease; Glycogen Storage 
Disease and Galactosemia; Dubin-Johnson’s and Gilbert’s 
Diseases; Diabetes, etc.’”, Dr. M. R. Playoust. 

Tuesday, August 1: “Portal Hypertension and C£sophageal 
Varices; Physiological Concepts—Mechanisms of Portal 
Hypertension and Hemodynamic Changes; Causes of Portal 
Hypertension; Methods of Investigation and Assessment”, 
Professor C. R. B. Blackburn and Dr. J. G. Rankin. 


Thursday, August 3: “Portal Hypertension and (Mé&so- 
phageal Varices; Management of Patients with CEsophageal 
Varices, (i) Medical, (ii) Surgical; Indications of Surgery, 
Choice of Operation’, Professor C. R. B. Blackburn and 
Dr. J. G. Rankin. 


Tuesday, August 8: “Protein and Nitrogen Metabolism in 
Liver Disease; Biochemical Effects of Liver Disease on 
Protein Metabolism and Their Recognition and Effects; 
Ammonia Metabolism and Hepatic Encephalopathy; Manage- 
ment of Hepatic Coma”, Dr. W. J. Hensley and Dr. R. W. 
Beal. 

Thursday, August 10: “Ascites; Management of Ascites 
Associated with Hepatic Disease and Portal Hypertension”, 
Dr. A. E. McGuinness. 


B—Causes of 
Manage- 


Tuesday, August 15: “The Value of Liver Function Tests 
and Liver Biopsy; Patterns of Liver Function Tests in 
Differential Diagnosis; Assessment for Liver Function; 
Indication of Liver Biopsy; Results of Liver Biopsy; Tech- 
niques and Complications’, Dr. D. W. Piper, Dr. J. G. Rankin 
and Dr. R. W. Beal. 


The fee for attendance is £6 6s., or £3 3s. for full-time 
hospital registrars. 


Week-End Course in Pediatrics. 


A week-end course in pediatrics, suitable for general 
practitioners, will be held in the Doreen Dew Lecture Theatre 
of the Royal Alexandra Hospital for Children, Camperdown, 
on Saturday and Sunday, July 29 and 30, 1961. The course 
will be under the supervision of Professor T. Stapleton, and 
the programme is as follows. 


Saturday, July 29: 9.30 a.m., “The Disturbed Child and the 
Practitioner”, Professor T. Stapleton; 11 a.m., panel dis- 
cussion, “Scurvy: Is it Still a Common Problem?”, Dr. J. D. 
McDonald, Miss P. E. Grave, Dr. F. W. Clements; 12 noon, 
“The Child’s Skin’, Dr. M. B. Lewis; 2 p.m., “The Prevention 
of Kernicterus”, Dr. S. E. L. Stening, Dr. S. E. J. Robertson; 
3.45 p.m., “Septic Arthritis and Osteomyelitis”, Dr. E. S 
Stuckey. 


Sunday, July 30: 9.30 a.m., “Management of the Epileptic 
Child”, Dr. D. G. Hamilton; 11 a.m., panel discussion, 
“Congenital Heart Disease and the General Practitioner”, 
Dr. D. S. Stuckey, Dr. D. Cohen, Dr. John F. Farrar; 2 p.m., 
“Respiratory Illnesses in Children—Some Common Prob- 
lems”, Dr. J. Beveridge; 2.45 p.m., “Some Aspects of Malig- 
nant Diseases in Childhood’, Dr. C. W. G. Lee; 3.45 p.m., 
“Medical and Surgical Emergencies in Pediatrics”, Dr. J. 
Steigrad, Dr. W. G. Grigor; 4.15 p.m., Question Time: Dr. 
J. Steigrad, Dr. W. G. Grigor. 


The fee for attendance is £4 4s. without luncheon, or 
£4 16s. with luncheon. 


Method of Enrolment. 


Those wishing to attend the above-mentioned course are 
requested to make early written application, enclosing 
remittance, to the Course Secretary, Post-Graduate Com- 
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mittee in Medicine, Herford House, 188 Oxford Street, 
Paddington. Telephone: FA0671. Telegraphic Address: 
“Postgrad”, Sydney. 


Conference at Wollongong. 


The Post-Graduate Committee in Medicine in the Univer- 
sity of Sydney, in conjunction with the South-Eastern 
Medical Association, will hold a post-graduate conference at 
the Wollongong General Hospital on Saturday and Sunday, 
July 15 and 16, 1961. The programme is as follows: 


Saturday, July 15: 1.45 pm., registration; 2 pm., 
“Uterine Cancer Detection and the General Practitioner”, 
Professor Bruce T. Mayes; 3 p.m., “A Clinical Review of 
Epilepsy”, Dr. W. J. Burke; 4.30 p.m., “Recent Progress in 
the Management of Degenerative Arterial Disease”, Asso- 
ciate Professor G. D. Tracy. 


Sunday, July 16: 9.30 am., “Perinatal Mortality and 
Cerebral Palsy”, Professor Bruce T. Mayes; 11 a.m., “Vertigo 
—Diagnosis and Management’, Dr. W. J. Burke; 12 noon, 
“The Management of Advanced Cancer”, Associate Pro- 
fessor G. D. Tracy. 

The fee for attendance at the course is £3/3/-, and those 
wishing to enrol are requested to make early written appli- 
cation to the South-Eastern Medical Association, 39 Market 
Street, Wollongong. After hours they should communicate 
with Dr. Peter J. Geddes, Honorary Secretary, 2 Campbell 
Street, Woonona. Telephone Corrimal 8 3354. 


THE POST-GRADUATE MEDICAL FOUNDATION OF 
THE UNIVERSITY OF SYDNEY. 


November, 1961, Grant Allocation. 


APPLICATIONS for grants from the Post-Graduate Medical 
Foundation are now invited. It is expected that the appli- 
cations will fall under one or more of the following three 
broad headings: (i) research or educational grants to 
individuals working in, or using the facilities of, institutions; 
(ii) research or educational grants to institutions or uni- 
versity departments; (iii) fellowships and personal grants 
for research and education at home and abroad. Applications 
which do not fall under these headings should be made 
separately in writing and should contain full details. 


Applications must be made on the forms provided, must 
be made through or by university departments, hospitals, 
other institutions or organizations, and must be addressed 
to The Honorary Director, The Post-Graduate Committee in 
Medicine, Herford House, 188 Oxford Street, Paddington, 
from whom the necessary forms and any further information 
may be obtained. Applications close at Herford House, 188 
Oxford Street, Paddington, at noon on Friday, September 15, 
1961. 


Ropal Australasian College of Surgeons. 


ELECTION OF OFFICE BEARERS. 


AT a meeting of the Council of the Royal Australasian 
College of Surgeons held on June 24, 1961, the following 
office bearers were elected: President, Mr. Stanley Wilson, 
Dunedin; Senior Vice-President, Mr. Julian Orm Smith, 
Melbourne; Junior Vice-President, Mr. Kenneth Starr, 
Sydney; Censor-in-Chief, Mr. B. K. Rank, Melbourne; 
Honorary Treasurer, Mr. C. J. Officer Brown, Melbourne. 


Corrigendum. 


PAEDIATRIC SOCIETY OF VICTORIA. 


Dr. RopertT FOWLER informs us that an error has occurred 
in the report of his remarks on the nephrotic syndrome, in 
the issue of the Journal of June 24, 1961, at page 949, first 
column, sixth paragraph. Dr. Fowler is reported as having 
said that “nitrogen mustard was used in a dose of 0-4 mg. 
per kilogram per day for three consecutive days”.. He 
points out that this dosage might have serious consequences. 
What he actually said was: “Nitrogen mustard is used in 
the conventional dosage of 0-4 mg. per kilogram, and this 
may be divided into either three or four equal doses given 
on consecutive days.” 


Diary for the Month. 


JuLy 11.—New South Wales Branch, B.M.A.: Executive ané@ 


Finance Committee; Organization and _ Science 
Committee. 

JuLy 13.—New South Wales Branch, B.M.A.: Public Relations 
Committee. 


JuLty 14.—Queensland Branch, B.M.A.: Council Meeting. 
JuLy 17.—Victorian Branch, B.M.A.: Finance Sub-Committee, 
JuLY 18.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 
Juty 19.—Victorian Branch, B.M.A.: Clinical 
Prince Henry’s Hospital). 
JuLy 20.—Victorian Branch, B.M.A.: Executive Meeting of 
Branch Council. 
JuLY 20.—New South Wales Branch, B.M.A.: Clinical Meeting. 
JuLy 21.—New South Wales Branch, B.M.A.: Ethics Committee, 
JULY ee South Wales Branch, B.M.A.: Hospitals Com- 
mittee. 
JuLy 26.—Victorian Branch, B.M.A.: Branch Council. 
JuLy 27.—South Australian Branch, B.M.A.: Scientific Meeting. 
JuLy 27.—New South Wales Branch, B.M.A.: Branch Meeting. 


Wedical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for 
appointment mentioned below without having first communica 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): Medical Officers to Sydney City Council 
All contract practice appointments in New South Wales, 
Members are requested to consult the Medical Secretary 


Meeting (at 


before undertaking practice in dwellings owned by the. 


Housing Commission. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 


Editorial Motices. 


ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 


abbreviations, other than those normally used by the Journal,. 


and not to underline either words or phrases. 


Authors of papers are asked to state for inclusion in the 
title their principal qualifications as well as their relevant 
appointment and/or the unit, hospital or department from 
which the paper comes. 

References to articles and books should be carefully checked 
In a reference to an article in a journal the following 
information should be given: surname of author, initials of 
author, year, full title of article, name of journal, volume, 
number of first page of article. In a reference to a k the 
following information should be given: surname of author, 
initials of author, year of publication, full title of book, 
publisher, place of publication, page number (where relevant). 
The abbreviations u for the titles of journals are those 
of the list known as “World Medical Periodicals” (published 
by the World Medical Association). If a reference is made 
to an abstract of a paper, the name of the original journal, 
together with that of the journal in which the abstract has 
appeared, should be given with full data in each instance. 

Authors submitting illustrations are asked, if possible, to 
provide the originals (not photographic copies) of line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are _ not 
accustomed to preparing drawings or photographic prints for 
reproduction are invited to seek the advice of the Editor. 

Original articles forwarded for publication are understood to 
be offered to THs MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: 68-2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of aue-seeee 
of journals unless such notification is received within one mon 

SUBSCRIPTION RATES.—Medical students and others not 
receiving THe MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £6 per annum 
within Australia and the British Commonwealth of Nations, 
and £7 10s. annum within America and foreign countries, 
payable in vance. 
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